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LITERATURE REVIEW:
The Role of Carers in the Treatment of Eating Disorders: Challenges and 
Opportunities for Service Provision
Year 1
December 2010
Abstract
Eating disorders are serious and complicated mental disorders associated with 
physical, psychological and social disturbances. Such disorders additionally have a 
significant impact on home and family life, and research demonstrates that carers of 
individuals with eating disorders experience high levels of distress and perceived 
burden, and have high levels of unmet needs. However, the important role of family 
members and carers in the support and treatment of people with eating disorders is 
being increasingly recognized. There is evidence to support the utility of family- 
based therapies for eating disorders, and skills based training programs have been 
designed to help meet the needs of carers. This review will explore the difficulties 
and needs of carers, and will examine the ways in which both the needs of carers and 
patients can be met through various interventions.
Question Formulation and Objectives
Since embarking upon the Practitioner Doctorate in Clinical Psychology 
programme at the University of Surrey, I have become much more aware of and 
interested in the involvement of service users and carers in the treatment of mental 
health difficulties. The programme is forthright in its commitment to the involvement 
of service users and carers in all aspects of training, and as part of our induction 
program several service users and carers were invited to share their experiences with 
us. One of these speakers was Veronica Kamerling, a carer for her two daughters 
who both have eating disorders. Veronica spoke poignantly and inspiringly about her 
struggle with this care-giving role, and her subsequent drive to set up support 
services for carers of people with eating disorders. At the same time, I have recently 
commenced my first placement, which is in an eating disorders service. I therefore 
felt that this literature review would provide me with an opportunity to expand my 
knowledge base in the area of eating disorders, explore my interest in the carer aspect 
of this field, and also hopefully provide the service with a useful piece of work that 
may help inform their practice.
In this review I aim to provide an overview of how attitudes towards carers of 
individuals with eating disorders have changed over time, and explore the 
implications of this change on the role of carers in the treatment of eating disorders. 
In doing so, I will consider the literature relating to the challenges carers encounter, 
their identified needs, and the legislation concerning support for carers. I will also 
examine the literature regarding the direct and indirect roles that carers can have in 
the treatment of eating disorders, and will, throughout, consider the implications and 
recommendations for practice and service provision.
Search Strategy
A Boolean search was conducted on databases PsychlNFO,
PsychARTICLES, ISI Web of Knowledge, Psychology and Behavioural Sciences 
Collection, and PubMed, using the terms ‘carers’, ‘caregivers’ or ‘family’ and 
‘eating disorders’, ‘anorexia’ or ‘bulimia’. Further articles were sourced as a result of 
cross-referencing. Articles were examined as a result of the relevancy of their title 
and abstract, and were included or excluded on this basis. The articles included were 
chosen to ensure that the review is as current as possible, and in order to maximise 
relevance I attempted to include primarily studies conducted in the United Kingdom.
However, several studies conducted in Europe were also included, as these were 
deemed appropriate by the nature of the research.
Overview
The carers of sufferers of eating disorders (typically family members) have 
long been implicated as having a causal role in the onset of the illness. French 
psychiatrist Charles Lasègue, was, in 1873, one of the first people to clearly describe 
Anorexia Nervosa (AN) and recognise it as a clinical condition. He described AN 
from a social and psychological perspective, and emphasized the role of the family 
and dysfunctional interactions (Collier & Treasure, 2004). Later, Minuchin’s 
formulation of the psychosomatic family stimulated much interest in the role of the 
family in the etiology of eating disorders, and served as a key influence in the 
treatment for AN and the development of family therapy (Minuchin et al., 1975,
1987, cited in Eisler, 2005). This theory emphasized specific patterns within families, 
including enmeshment, overprotectiveness, rigidity and lack of conflict resolution 
(Minuchin et al., 1978, cited in Lacey & Price, 2004). Unfortunately, this has 
indisputably had a negative impact on the families of individuals with eating 
disorders, leading to experiences of guilt and blame.
Understandings of eating disorders have, however, changed over time, as 
have views about the role of the family in their etiology. It is now widely 
acknowledged that there are a multitude of factors involved in the development of 
eating disorders, including genetic, biological, developmental and social perspectives 
(Collier & Treasure, 2004). This is not to say, however, that understanding the family 
context of eating disorders is not important. The illness invariably has a huge impact 
on the family, and it has been argued that the way the family responds in their efforts 
to help overcome the illness behaviours may inadvertently play a part in maintaining 
the problem. To illustrate, Eisler (2005) contends that families tend to describe very 
similar experiences of living with someone with an eating disorder, and proposes that 
families tend to reorganise themselves around the eating disorder in a number of 
specific ways such as food becoming the central focus of family interactions and 
becoming unable to focus on anything but the present due to the intensity of the 
illness. Other researchers share this conception (e.g. Treasure et al., 2008), and 
empirical research evidence pertaining to this will be discussed later in the review.
Regardless of conflicts around whether families act as causing or maintaining 
factors for eating disorders, moving forward it would appear that there has been an 
increasing awareness of the need for a more positive collaboration with families. 
Indeed, families are now widely regarded as a very useful commodity in the 
treatment of eating disorders. Overall, it appears that we are now in a more non- 
judgemental, inclusive and positive place in terms of attitudes towards the families of 
individuals with eating disorders, which becomes all the more vital when we 
consider the many problems and difficulties that the care giving role actually 
encompasses.
Carers’ Problems and Difficulties
In the past it would seem that although there has been a large amount of 
research dedicated to investigating the experience of caring for a person with a 
mental illness in general (e.g. schizophrenia, depression, bipolar disorder), relatively 
little attention has been given to the specific experience of caring for someone with 
an eating disorder (Perkins, Winn, Murray, Murphy & Schmidt, 2004). Those studies 
that have examined the impact of care giving for individuals who support patients 
with eating disorders provide evidence that the burden experienced by such carers is 
similar to that of people caring for individuals with schizophrenia/psychosis.
Treasure et al. (2001) found that carers of people with AN had much higher levels of 
general distress and reported more care giving difficulties than carers of people with 
psychosis, and Graap et al. (2008a) found carers of patients with AN and carers of 
patients with schizophrenia to have similar levels of problems and needs.
In terms of more general well being, Graap et al. (2008b) found that over 59 per cent 
of carers of patients with AN and BN nervosa reported feeling depressed, burnt out 
or physically or mentally ill. Other studies have found a substantial proportion of 
carers of individuals with eating disorders to have mental health difficulties and 
clinically significant levels of psychological distress (Whitney, Haigh, Weinman & 
Treasure, 2007). The quality of life of carers of eating disordered patients has also, 
unsurprisingly, been found to be adversely affected. In comparison with a normal 
reference group the areas reported to be most impaired include mental health, vitality 
and emotional role functioning, and poor quality of life was associated with a high 
subjective burden of care (De La Rie, Van Furth, De Koning, Noordenbos & Donker, 
2005).
Gender differences between carers, and differences between carers of patients 
with AN and BN have also emerged from the literature. In terms of gender, Graap et 
al. (2008b) found female carers reported more problems than their male counterparts, 
and a study by Dimitropoulos, Carter, Schachter and Woodside (2008) found female 
carers reported significantly higher levels of burden than male carers. In addition, a 
qualitative analysis of the narratives written by the parents of patients with AN found 
that mothers demonstrated a pronounced emotional response, in contrast to fathers 
who tended to show more avoidant coping strategies and use a more detached, 
cognitive style of writing (Whitney et al., 2005). It should be noted, however, that 
other research has found no such gender difference (e.g. Santonastaso, Saccon & 
Favaro, 1997). Nevertheless, it may be beneficial for clinicians and services to be 
particularly mindful of the potential for greater distress and burden felt by female 
carers, and to be particularly diligent in ensuring that support and carer’s needs 
assessments are offered to this group (while avoiding discrimination against male 
carers).
With regards to differences between the carers of patients with AN and BN, 
Graap et al. (2008a) identified that the impact of care giving appeared to be greater 
for the carers of patients with AN, who reported significantly higher scores on 
several problem areas and a significantly higher number of moderate or severe 
problems than carers of patients with BN. In line with this, a pilot study exploring the 
levels of burden experienced by families of patients with eating disorders found that 
carers of individuals with AN appeared to experience a significantly higher 
subjective burden (the carer’s perceived burden) and objective burden (tangible 
disruptions to the carer’s life due to the eating disorder) than carers of individuals 
with BN (Santonastaso et al., 1997). These results must, however, be viewed with 
caution due to the small sample size. Furthermore, these findings are not to say that 
significant difficulties are not experienced by carers of individuals with BN, and 
indeed research has shown that clear needs do exist (e.g. Winn, Perkins, Murray, 
Murphy & Schmidt, 2004). In terms of implications for service provision, it may be 
of benefit for clinicians and services to pay particular attention to expanding and 
developing support services and family-based intervention opportunities for the 
families and carers of patients with AN, which can then be adapted to the families 
and carers of patients with BN.
As we have seen, caring for someone with an eating disorder is associated 
with distress, high levels of perceived burden, mental and physical ill health, and in 
general elicits very strong emotional reactions. In line with the aforementioned 
theory of the reorganization of the family around the eating disorder (Eisler, 2005), 
changes in the ‘expressed emotion’ (EE) that family members exhibit towards their 
ill relative have been noted; namely, increases in criticism, hostility and 
overprotection (Zabala, Macdonald & Treasure, 2009). Kyriacou, Treasure and 
Schmidt (2008) found over that carers of patients with AN had high levels of 
emotional over-involvement and criticism compared to controls. Other research has 
found that living with a relative with high EE is associated with a poor outcome for 
patients with eating disorders, with an effect size of 0.51. This effect size is higher 
than that found for schizophrenia or for mood disorders, however this is based on a 
single study in AN therefore caution must be exercised when interpreting this finding 
(Butzlaff & Hooley, 1998). Interventions aimed at reducing levels of EE may 
therefore improve patient outcomes. Indeed, several family-based interventions for 
eating disorders have demonstrated some success in modifying levels of EE (van 
Furth et al., 1996; Eisler, Le Grange, & Asen, 2003; Uehara et al., 2001; all cited in 
Treasure et al., 2008). Family-based interventions will be discussed in more detail 
later in the review.
Qualitative studies have also examined the experiences of carers of people 
with eating disorders, with the aim of providing a more in depth and meaningful 
understanding. In an analysis of carers’ narratives on the experience of caring for an 
individual with AN, Whitney et al. (2005) found that carers perceived AN as a 
chronic illness with widespread detrimental effects; many expressed feelings of guilt 
and blamed themselves as contributing to the illness; and many described a feeling of 
helplessness in trying to control the AN. Other maladaptive beliefs and responses 
were also uncovered, such as patient-blame and overprotective and overanxious 
responses. Another qualitative analysis by Perkins et al. (2004) highlighted the 
difficulties in the initial detection and confrontation of the problem and the emotional 
response and persistence of negative emotions throughout the care-giving 
experience. Also emphasized, was the physical impact of caring and practical 
difficulties including dealing with mealtimes, managing the bulimic behaviours and 
generally interacting and communicating with the ill family member.
Interestingly, both of these qualitative analyses also identified positive 
aspects of care giving and the positive impact of the illness for carers and patients 
with eating disorders. This is an area that, it would appear, has not yet been 
thoroughly explored (Haigh & Treasure, 2003). It is also important to note the 
limitations of the studies described thus far. As pointed out by Perkins et al. (2004), a 
number of the studies were questionnaire-based however only one study employed a 
questionnaire specifically developed for use with carers of patients with AN (Haigh 
& Treasure, 2003) and there are currently no equivalent questionnaire measures for 
use with carers of patients with BN. The validity of the measures used is therefore 
questionable. For example, the Experience of Caregiving Inventory (ECI) was used 
by a number of the studies mentioned (e.g. Kyriacou et al., 2008; Whitney et al., 
2007; Treasure et al., 2001), however this measure was developed specifically for 
use with carers of young adults with psychosis, and may not capture the relevant 
difficulties/experiences of carers of individuals with eating disorders (Treasure et al., 
2001).
More generally, the studies included in this review suffer fi*om the limitation 
of relatively small sample sizes. The representativeness of many of the samples is 
also uncertain due to a number of reasons including the heterogeneity of some 
samples (e.g. Graap et al., 2008a, 2008b; Perkins et al., 2004; Dimitropoulos et al., 
2008; Whitney et al., 2005) and the inclusion of patients at the more severe end of 
the spectrum (e.g. Treasure et al., 2001; Dimitropoulos et al, 2008; Haigh &
Treasure, 2003; Graap et al, 2008a, 2008b). The generalisability of the findings of 
these studies is therefore questionable. The diagnosis of the patients included was not 
verified by a number of studies (e.g. Perkins et al., 2004; Dimitropoulos et al., 2008; 
Kyriacou et al., 2008), and a majority of the studies have focused on the carers of 
patients with AN meaning that the results may not transfer easily to the carers of 
patients with BN. Furthermore, it is difficult to make cross-comparisons of the data 
due to the use of different instruments and measures of carers’ distress, and very few 
studies have used comparison groups making it difficult to ascertain which aspects of 
the impact of eating disorders on carers are unique to this illness population.
Carers’ Needs
It is hopefully now clear that the carers of individuals with eating disorders 
encounter significant problems and difficulties that impinge upon many aspects of
their lives. What remains to be explored next, however, is an understanding of their 
expressed needs.
A number of studies have investigated the needs of carers of patients with 
eating disorders, and it would appear that many carers are of the view that their needs 
are not adequately met through current service provision. Haigh and Treasure (2003) 
developed the Carers’ Needs Assessment Measure (CaNAM), the only disorder- 
specific questionnaire to assess the needs of carers of individuals with AN. High 
levels of unmet needs were found in the domains of ‘information about eating 
disorders’, ‘support from other people/organisations’ and ‘information received from 
general practitioner’. More specifically, many carers expressed a need for 
information about available treatments, information about prognosis and plans for 
future treatment, and needs for help with coping strategies and to meet other carers 
and share experiences. Carers felt that the support obtained from health professionals 
and self-help organizations did not meet their needs, and a large proportion of the 
carers also expressed a need for practical help at mealtimes. Significant correlations 
were found between a number of the unmet needs identified and the carers’ negative 
experiences of care giving. It should be noted that this study utilized a small 
convenience sample, therefore bias may have been introduced and the 
generalisability of these results is questionable. The validity of the CaNaM measure 
itself also remains to be fully tested.
Other reports show similar findings. Looking at the carers of both AN and 
BN patient groups, Graap et al. (2008b) also found high levels of needs, many of 
which remained unmet. Again, information about the illness was a key area of need, 
along with information about how to cope with their situation, and help in a variety 
of forms including counseling and support, family sessions, individual/group 
psychoeducation and printed information material. Furthermore, a qualitative study 
of the carers of patients with BN by Winn et al. (2004) found the need for more 
information, the need for practical advice and guidance, and the need to talk to others 
about their experiences were core areas of need.
The findings discussed so far clearly indicate a responsibility for health and 
social care services to provide support for carers of patients with eating disorders. 
There appears to be a dearth of information provision, and a need for General 
Practitioners (GPs) in particular (who are often the first port of call for families), to
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ensure that they have an adequate knowledge of eating disorders and access to 
resources and information about eating disorders to pass on to families. Troublingly, 
a survey of the families of patients with eating disorders revealed that 82% of 
families were not offered any information or literature by their GP, and 54% said 
their GP was not well informed about eating disorders (Beat, 2008). There may be a 
place for eating disorders services to become involved here, and take a proactive 
stance in disseminating knowledge, resources and information to local GP Surgeries.
Legislation and Quality Agenda
Carers are increasingly recognised as having a vital role in society, and this is 
gradually being reflected in law and in the policies of central and local government. 
Indeed, research estimates that carers’ unpaid work saves the state £87bn, although 
many carers put their own health at risk to fulfil their duties (Buckner & Yeandle,
2007). A focus on supporting carers to ensure that they are able to continue to 
provide care is therefore in line with the government’s commitment to efficient 
spending and the promotion of cost effective interventions (Department of Health, 
1997).
The Carers (Equal Opportunities) Act (Her Majesty’s Government, 2004) 
states that local authorities are required to ensure that all carers are aware of their 
entitlement to an assessment of their needs, that councils must consider carers’ 
outside interests such as work, study or leisure when carrying out an assessment, and 
additionally, in order to ensure the coherent delivery of support for carers it 
encourages better collaboration between councils and the health service. Despite this 
legislation, a survey of families of patients with eating disorders found that only 8% 
had been offered the Carers Assessment to which they are entitled (Beat, 2008). This 
is both worrying and disappointing, and considering the evidence discussed relating 
to the needs of carers, there is undoubtedly a need for services to offer these much 
needed assessments on a routine basis.
Interventions
With all of the literature discussed so far in mind, it is essential that services 
take the appropriate steps to ensure that carers of patients with eating disorders are 
provided with the support they so clearly need. This support may come in the form of 
interventions focusing specifically on helping the carer manage their role more
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effectively, or interventions focusing on both the patient and the carer/family as a 
unit.
The most convincing evidence for the utility of family therapy appears to 
come from studies evaluating such treatments for adolescents with AN, which is 
reflected in the National Institute of Clinical Excellence (NICE) guideline 
recommendation that family interventions are the treatment of choice in this 
population (National Collaborating Centre for Mental Health, 2004). A form of 
family therapy designed specifically to meet the needs of adolescents with AN has 
been developed by researchers at the Maudsley Hospital. The ‘Maudsley model’ is a 
highly practical approach that aims to help parents leam behavioural and 
psychological strategies to improve eating and promote weight gain (Grilo & 
Mitchell, 2010). Five randomized controlled trials looking at variations on the 
Maudsley approach have been conducted (see Grilo & Mitchell, 2010, for 
descriptions of these trials), and overall the evidence suggests that this approach is 
successful in bringing about improved outcomes, particularly with adolescents with 
short-duration AN.
However, these studies suffer from small sample sizes, many of them did not 
use manuals, outcome measures were not standardized, and several studies were 
conducted on the same site; therefore the generalisability of these results is limited 
(Lock and le Grange, 2005). To overcome some of these problems, a detailed 
treatment manual for family-based treatment for AN was developed (FBT-AN; Lock, 
Le Grange, Agras, & Dare, 2001, cited in Grilo & Mitchell, 2010), and the evidence 
to date suggests that patients and families find family based treatment acceptable, 
and are satisfied with process and outcome (Krautter & Lock, 2004; Le Grange & 
Gelman, 1998, cited in Grilo & Mitchell, 2010). With regards to adults with AN, the 
effectiveness of family therapy remains unclear. A study by Dare, Eisler, Russell, 
Treasure and Dodge (2001) found that specialized psychotherapies (including family 
therapy) are more effective than routine treatment in adult outpatients. However, 
others have found traditional models of family therapy to be ineffective in adults 
(Eisler et al., 1997; Russell et al., 1987, cited in Treasure et al., 2003).
Looking at the very small amount of research for family therapy in BN 
patients, improvements were found in adolescents with BN using the Maudsley 
method (Dodge et al., 1995, cited in Lock & le Grange, 2005). A randomized
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controlled trial evaluating the relative efficacy of family based treatment and 
supportive psychotherapy for adolescents with BN also found family-based treatment 
to be more effective at post treatment and at 6-month follow-up, and symptom 
reduction occurred more rapidly for those receiving family based treatment (le 
Grange, Crosby, Rathouz, & Leventhal, 2007). Very few studies have focused on 
adults with BN, and of those that have, several are just single case studies (see Lock 
& le Grange, 2005).
A more intensive, multiple-family version of the Maudsley approach has also 
been developed, whereby the aim is for families to leam from and support each 
other. Colahan and Robinson (2002) describe a series of multi-family groups for 
young adults with AN, and report that feedback from the families involved was 
largely positive. Families commented that they found it useful to meet with other 
families with similar problems, and valued the supportive and encouraging 
atmosphere of the groups. Other researchers have also found multi-family therapy for 
adolescents with AN to be largely satisfactory to both patients and parents (Scholz, 
Rix, Scholz, Gantcher & Thomke, 2005; Dare & Eisler, 2000), and it has additionally 
been proposed that it is cost-effective in comparison to inpatient care (Scholz et al., 
2005).
It is important to note, however, that currently the literature base for family 
therapy in eating disorders is small, and there is very little research comparing family 
therapy to other treatments (Eisler, 2005). It is clear that further research is required, 
using larger samples and samples of adults and samples of patients with BN, and 
studies making comparisons against treatments commonly used in clinical practice 
are also needed. Nevertheless, the results so far are promising, and have definite 
implications for service provision. Unfortunately, despite NICE guidance which 
recommends the therapeutic involvement of siblings and other family members, 
results of a survey of the families of patients with eating disorders found that 35% of 
families felt excluded by the hospital from the care and treatment of their relative, 
and only 45% of families were offered family therapy (Beat, 2008). There is a clear 
need therefore for services to improve their communication with the families and 
carers of eating disordered patients, and to increase their provision of resources to 
family therapy to make this more widely available wherever possible and 
appropriate.
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The implication of family factors in the maintenance of eating disorders has 
led to the development of skills training for families of individuals with eating 
disorders. Treasure et al. (2007) have devised workshops for carers with the aim of 
reducing any unhelpful maintaining interpersonal factors, and providing carers with 
support to help reduce the caring burden. The course teaches coping strategies to 
help carers manage stress, skills to help them avoid high EE interactions with 
patients, and provides teaching to help them use these skills to bring about 
behavioural change in their ill family member. Indications from a pilot series of such 
workshops are positive, and the workshops appear to be acceptable to carers.
Another skills training course, “the Maudsley eating disorder collaborative 
care skills workshops”, based on the same principle of interrupting the interpersonal 
maintaining factors in families, has also been developed for use with families of 
individuals with all types of eating disorders (Sepulveda, Lopez, Todd, Whitaker & 
Treasure, 2008). These workshops teach carers how to moderate their EE responses 
and help them to align their goals and expectations with their ill relative’s current 
stage of change. Motivational interviewing principles are taught to help improve 
communication and readiness to change, as are the skills needed to bring about 
behavioural change in the eating disordered individual such as functional analyses of 
challenging behaviours, problem solving strategies, behavioural experiments and 
goal setting.
Preliminary findings indicate that patients and carers found the intervention 
to be acceptable, and deemed the content and form of the workshops to be relevant 
and useful. Importantly, significant reductions in levels of distress and caregiving 
burden were noted following the workshops. This group of researchers then went on 
to transfer the content and skills from these workshops onto a series of DVDs to be 
used with carers in a DVD training program, thus allowing these skills to reach a 
wider audience and providing the additional benefits of reduced cost and conserved 
resources. Results from a pilot study indicate that this DVD training program was 
found to be highly acceptable and useful by carers, who also reported that the DVDs 
helped to reduce their stress levels (Sepulveda, Lopez, Macdonald, & Treasure, 
2008).
Results from these skills based training programs for carers appear very 
promising, however the studies to date have been very small and further research is
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needed. It would also be very interesting to investigate whether these interventions 
for carers have an impact on the course of the eating disorders. Additionally, 
considering the literature pertaining to carer’s needs discussed earlier, it would 
appear that there is a definite need for eating disorders services to dedicate resources 
to the provision of such programs for carers.
Conclusions
It is clear fi*om the findings discussed that living with an individual with an 
eating disorder is a very challenging experience associated with high levels of carer 
distress and perceived burden, and overall, a reduced quality of life. Carers therefore 
have specific needs in order to protect their own health and well-being. It is also 
clear, however, that carer’s needs often go unmet, particularly in adult settings, and 
carers often report feeling ill-equipped in relation to information and skills to help 
them manage their caring role more effectively. This can then add to their distress. 
The understandable emotional reactions of families and carers to the symptoms of 
the eating disorder may also inadvertently play a role in maintaining the problem, 
meaning that families can become trapped in a cycle of unhelpful interactions, which 
can preclude progression and successful outcomes. This phenomenon has been 
perceived to be a causal factor rather than a consequence of the illness. However, 
understandings of eating disorders have changed over time, and families are now 
viewed less as a causal factor that themselves need to be treated, and instead are 
viewed more as a context for treatment to occur in with a positive collaborative 
approach being endorsed. Indeed, family therapy is one such intervention that has 
been successfully implemented for eating disorders, and programs to teach carers 
skills to manage the eating disorder more effectively have also demonstrated positive 
outcomes.
Although further research is required, there is a clear need for eating 
disorders services to prioritise the assessment of the needs of carers and families, and 
to include carers and families in interventions where appropriate, as we have seen the 
two-way benefits these approaches can have.
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PROFESSIONAL ISSUES ESSAY:
According to Mike Slade, author of ‘100 Ways to Support Recovery: a Guide for 
Mental Health Professionals’ (Rethink, 2009), recovery is a process o f changing 
one’s attitudes, values, feelings, goals, skills, and/or roles. It is a way o f living a 
satisfying, hopeful, and contributing life even within the limitations caused by 
illness. ” How do you see ‘recovery’ operating for older adults?
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Position
Whilst writing this essay I have become aware of my lack of personal 
experience of working within services that adopt ‘ recovery-oriented’ values and 
practices. Previous services I have worked in have placed a strong emphasis on 
frequently measuring the symptoms of service users; the main aim of interventions 
being the reduction of these symptoms. A reduction in illness symptoms and a return 
to ‘normal’ levels of functioning seemed to be what ‘recovery’ meant to these 
services.
My own experiences of clinical practice in these services, however, indicated 
to me that the symptom-focused outcome measures used to capture this ‘recovery’ 
missed many of the more subtle changes that may have occurred for individuals 
during treatment. I noted that service users’ subjective accounts and narrative 
feedback about the positive outcomes they perceived post-treatment did not always 
correspond with changes in their objective outcome measure scores. Subsequent 
research and reading about the recovery approach provided me with a deeper 
understanding of what recovery is and what recovery can mean to different 
individuals. My current placement at an Older Adults Community Mental Health 
Team has since introduced me to the concept of person-centred care, and has also 
now challenged my beliefs and understandings about recovery once more. I am 
therefore keen to further explore the recovery approach in relation to older adults.
This essay seeks to establish an understanding of what recovery is, and if/how 
it might be applicable to practice and services for older adults. The person-centred 
care approach currently adopted within many older adults mental health care services 
will be explored, and comparisons with the recovery approach will be drawn. 
Challenges, barriers and feasibility issues around implementing a recovery approach 
with older adults will be highlighted; finally, implications and recommendations for 
practice and service development will be discussed.
What is the “Recovery Approach”?
The concept of “recovery” has gained increasing interest and enthusiasm 
within the field of mental health, having originated from the lived experience of 
service users (Care Services Improvement Partnership, CSIP, 2007). Although 
difficult to define, recovery, as suggested by the quote in the title of this essay.
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involves a shift in emphasis from pathology to wellness and strength, and a change in 
attitudes towards a sense of hope and belief that recovery is possible (CSIP, 2007).
This idea of ‘personal’ recovery is very different to the idea of ‘clinical’ 
recovery i.e. the reduction of symptoms and the return to ‘normal’ levels of 
functioning (Slade, 2009). The distinction between these two concepts has been 
usefully summed up by Davidson (2005) as the “recovery of the disorder in the 
person and the recovery o f the person with or without the disorder” (p.26); the 
former reflecting a medical ‘cure’ approach and the latter being consistent with the 
recovery model. Personal recovery can therefore be described as a journey which 
may have ups and downs, but which ultimately involves building a life beyond 
illness without necessarily being free from the symptoms of illness. Indeed,
Andresen, Oades & Caputi (2003) conducted a review of personal accounts of 
recovery from mental illness and identified four key components of personal 
recovery including finding hope, the re-establishment of identity, finding meaning in 
life, and taking responsibility for recovery.
Why the Recovery Approach?
Proponents of the recovery approach contend that it is “a values-led approach
which can provide an important orientation for practice, practitioners and
services, and is consistent with the guiding values of all the healing professions” 
(South London and Maudsley NHS Foundation Trust and South West London 
and St George’s Mental Health NHS Trust, SLAM/SWLSTG, 2010, p.5). Perhaps 
most significantly, it is argued that implementing a recovery approach is so important 
because this is what service users themselves want.
The recovery approach gained impetus from studies demonstrating that 
despite commonly held beliefs about the chronic and inevitable deterioration 
associated with severe mental illness, clinical and personal recovery are possible for 
individuals with severe mental illness such as schizophrenia (see Roberts & Wolfson, 
2004; SLAM/S WLSTG, 2010). The move towards community-based services has 
also provided opportunity for the development of recovery-oriented services.
The recovery approach has now been adopted as an organising principle by a 
number of mental health systems, and its influences can be seen within the NHS 
(Shepherd, Boardman, & Slade, 2008). It is also supported by recent government 
policies such as the White Paper, ‘Our health, our care, our say’ (Department of
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Health, DoH, 2006). Indeed, the aim that “more people with mental health problems 
will recover” is one of six main objectives in the most recent cross-government 
mental health outcomes strategy (DoH, 2011). In addition, the growing emphasis 
within services on collaboration, shared decision-making, patient choice and 
empowerment is consistent with the recovery approach.
There is evidence for the effectiveness of recovery-based interventions, 
particularly in relation to employment and empowerment, and peer support and self­
management amongst others. For example, studies of peer support interventions have 
shown benefits to service users in terms of increased satisfaction, sense of control, 
empowerment and movement towards recovery (Chinman et al., 2008, cited in 
SLAM/SWLSTG, 2010).
Overall, the recovery approach represents a “radical shift” from traditional 
mental health services in which patients are seen as passive-dependent recipients of 
care (Irving & Lakeland, 2010). Increasingly, services now focus on supporting 
service users in improving their overall quality of life, health and well-being to 
enable them to function as “full citizens in their communities” (Shepherd et al.,
2008) even without the abatement of symptoms. Therefore, although not everyone 
with mental illness may achieve ‘clinical’ recovery, this redefinition serves to open 
up the possibility of recovery to all (Roberts & Wolfson, 2004). A person with a 
mental illness can thus recover even when the illness is not cured, as the emphasis is 
instead on regaining a meaningful and fulfilling life within the limitations that may 
be imposed by the illness (Roberts & Wolfson, 2004).
Is Recovery Really for All?
While it is clear that the recovery approach now occupies a key position in 
the delivery of services to working age adults, it has had markedly less impact on 
services to older adults (Bywater & Hartley, 2006). This is despite national guidance 
that emphasises the universal applicability of the recovery approach for anyone who 
has experienced a significant mental health problem at any age (Hill, Roberts, 
Wildgoose, Perkins & Hahn, 2010). Indeed, the NHS position statement by 
Consultant Psychiatrists, “Recovery is for All” (SLAM/SWLSTG, 2010) proposes 
that the concepts of hope, agency and opportunity which are central to the recovery 
model, apply as much to older people’s mental health services as they do to working- 
age adults.
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It has been argued that ‘recovery’ has no place in discussions of older 
people’s mental health, and certainly not within dementia and other degenerative 
terminal illnesses. Undoubtedly, the use of the word ‘recovery’ is inherently 
troublesome, as in common language it refers to a return to a former, or better 
condition (‘clinical’ recovery, discussed earlier). It is suggested that using the word 
‘recovery’ might then result in confusion or offer false hope to people with dementia 
and their families or carers, and may also create unrealistic expectations (Irving & 
Lakeman, 2010). The challenge of successfully incorporating the values of the 
recovery model is particularly difficult regarding the older adult population. Indeed, 
the care of older people with mental health needs, particularly dementia, has 
historically been associated with negative values and beliefs, underpinned by the 
medical model of illness and has resulted in ‘therapeutic nihilism’, or pessimism 
about the possibility of recovery (Adams, 2010). Such pessimism has also been 
commonplace amongst general mental health services, although aforementioned 
research about the possibility for recovery in people with schizophrenia has helped to 
argue the case for the recovery model, and provided it with increased credibility.
Currently, there appears to be ambivalence about the recovery approach 
amongst professionals working within older adult mental health services. At an old 
age psychiatry conference in south-west England, 33 clinicians completed a ‘5- 
minute survey of their views on recovery’; 15 clinicians thought that the recovery 
approach was either partly or wholly applicable to old age psychiatry, and a number 
of positive comments were elicited including an expression that “[recovery] is the 
approach we’ve been using for years”. However comments expressing doubt about 
the relevance and usefulness of the approach were also received (Hill et al., 2010).
Recovery and Person-Centred Care -  ‘Parallel Journeys’?
Interestingly and despite this apparent ambivalence, a number of similarities 
can be drawn between the recovery approach and person-centred care -  the latter 
being widely accepted and adopted within old age psychiatry and specifically within 
dementia care (Hill et al., 2010).
The person-centred care approach was initially developed by Kitwood 
(1997), and represents a breakaway fi*om the traditional, often institutionalised 
approach to the care of older adults with dementia (Neno, Aveyard & Heath, 2007).
It is a philosophy of care that highlights the importance of viewing people with
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dementia as unique individuals, who have individual care needs. Well-being and 
subjective quality of life are emphasised, and interpersonal and organisational 
aspects of dementia care are seen as very influential. Brooker (2004) cites a number 
of elements inherent in person-centred care, including: valuing people with dementia 
and those who care for them; treating people as individuals; looking at the world 
from the perspective of the person with dementia; and having a positive social 
environment in which the person living with dementia can experience relative well­
being. Since the introduction of person-centred care, many writers have further 
elaborated on it and it is now a well-established approach within health and social 
care services (Neno et al., 2007).
Several authors have highlighted that although mental health services to 
people of working age and services to older adults and people with dementia appear 
to adopt different approaches (recovery and person-centred care, respectively); on 
closer inspection much common ground can be found between these two models 
(Hill et al., 2010; Adams, 2010).
Hill et al. (2010) acknowledge the shared origins of the two approaches from 
the work of Tuke in the 18th century, who showed the benefits of a psychological 
approach to treatment based on a peaceful and pleasant healing environment, and 
Rogers in the 20th century who described client-centred therapy with an emphasis on 
unconditional positive regard. Both approaches also gained strength and popularity 
through the advocacy of current and former users of mental health services, including 
significant figures in the public eye, who have written influentially about their 
experiences of managing mental health difficulties (Irving & Lakeman, 2010; Hill et 
al., 2010).
Recovery and person-centred care challenge the traditional, institutionalised 
approach to dementia care which can result in depersonalisation and a negative care 
experience for individuals. Both approaches highlight the contribution of bio-medical 
and social-psychological factors on an individual’s experience of dementia, and 
acknowledge and address the damaging effects that stigma and discrimination can 
have on a person (Adams, 2010).
The notion of developing or maintaining a sense of self, independent from a 
diagnosis of mental illness, and the ability to create a positive personal identity are 
key tenets inherent in both approaches to care (Hill et al., 2010). The aim of this
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central idea is to avoid the person becoming overshadowed by the problem or illness 
and the risk that this may become their defining identity, with potentially damaging 
results in terms of well-being, and also stigma (Adams, 2010). Linked to this, ideas 
around well-being are given importance in both approaches. Adams (2010) points 
out the similarities between the conceptualisation of well-being within the person- 
centred care approach, as having a personally meaningful and worthwhile life, and 
within the recovery approach, as gaining a new positive sense of self and purpose in 
life beyond illness. In relation to dementia care, it is argued that particularly in the 
early stages it is possible to achieve well-being through meaningful activities and 
relationships. Although general well-being will deteriorate with the progression of 
the dementia, and it is important to balance optimism with realism, optimal well­
being should always be sought (Adams, 2010). This may involve using an adapted 
environment and specific techniques to compensate for the individual’s impairment 
whilst continuing to provide opportunities for personal expression and development 
(Hill et al., 2010).
Unlike traditional models of care that place an emphasis on individual 
variables such as change in symptoms, person-centred and recovery approaches 
highlight the significance of social context and relationships (Hill et al., 2010). The 
importance of social inclusion is evident in the writings and research of both models 
of care. At the heart of the recovery model is an emphasis on communities; the value 
of people finding or regaining a place within their local communities, and taking part 
in meaningful activities (CSIP, 2007). In person-centred care, Kitwood (1997) talks 
about the value of maintaining ‘personhood’, defined as “a standing of status that is 
bestowed upon one human being, by others, in the context of relationship and social 
being. It implies recognition, respect and trust” (p.8). The progressive, declining 
nature of dementia challenges the ability of individuals with dementia to maintain 
connections with the world around them, which can then result in gradual withdrawal 
fi-om social contact. This may lead to isolation, social exclusion and marginalisation, 
increased vulnerability and perhaps even further deterioration of their condition 
(Kitwood, 1997). Finding ways in which social inclusion can be maintained is 
therefore imperative, and studies have revealed that social inclusion with family and 
fiiends has a positive impact on quality of life in people with dementia (e.g. Katsuno, 
2005 and Moyle et al., 2007; cited in Adams, 2010). The move towards treatment
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within the community is in line with the principles of recovery and person-centred 
care. Care environments based on these approaches, such as mainstream housing 
with specific support and assistive technology, offer hope and potential opportunities 
for increased independence and integration (Hill et al., 2010).
The recovery model and person-centred care both cortfront traditional ideas 
that services and professionals should ‘deliver’ treatment (Hill et al., 2010; Adams, 
2010). Instead, the recovery model encourages the facilitation of self-care and self­
management through, for example, the provision of information and the 
reinforcement of existing coping skills. The aim of this is to enable people to feel 
more empowered and in control of their lives, and increase confidence, choice and 
personal responsibility (Shepherd et al., 2008; CSIP, 2007). Indeed, the evidence 
base for self-management suggests that it can improve health and well-being, reduce 
the perceived severity of symptoms, and increase confidence and sense of control 
(DoH, 2006). Person-centred care endorses looking at the world fi*om the perspective 
of the individual client, providing choice, and involving people in making decisions 
about their care.
This also applies with regards to dementia care, where it has been 
increasingly recognised that people with dementia are able to communicate their 
views and exercise choice about the services they want, particularly in the early 
stages of the illness (Adams, 2010). The use of the Mental Capacity Act and advance 
statements are particularly important here, as they aim to understand and implement 
the preferences of people with dementia when they may later lose the capacity to 
continue making their own decisions. Because the person’s ability to plan for the 
future is dependent on knowing their diagnosis and being aware of the service 
choices available to them, emphasis has been placed on the importance of early 
diagnosis and the best ways of sharing diagnostic information with dementia patients 
(Hill et al., 2010; Adams, 2010).
The recovery approach moves away from traditional conceptualisations of 
‘expert’ and ‘patient’ towards the potentially more empowering position of people 
becoming their own experts. Here, clinicians are seen as working with individuals as 
‘coaches’ or ‘mentors’ to help support the development of self-care and self­
management skills, as mentioned above (Hill et al., 2010). Person-centred care also 
highlights the importance of working together with clients with the aim of making
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them equal partners in planning and making decisions about their care (McCormack, 
2004).
‘Hope’ is another concept which appears to be shared by the recovery model 
and person-centred care (Adams, 2010). Hope is of central importance to the 
recovery philosophy, and research shows that finding and maintaining hope is a key 
component in the process of recovery (Andresen et al., 2003). Although Kitwood 
(1997) does not talk extensively about hope, he proposes ideas around the possibility 
of ‘rementia’, where, with appropriate support, people with dementia can go on to 
regain some of their abilities. Adams (2010) also points to other ‘hopeful’ 
approaches and practices within dementia care nursing such as strengths-based 
assessment and the use of creative arts.
Does the Recovery Model Offer Anything New?
As examination of the literature above shows, it can be argued that recovery 
and person-centred care are philosophies which share a number of fundamental 
values and aspirations. However, they remain two different approaches with different 
emphases, and therefore the question of which approach should take precedence 
within older people’s mental health services arises.
Gavan (2011) contends that the recovery approach “broadens the current 
person-centred care approach through the fostering of hope, facilitative rather than 
directive care, and enhances autonomy” (p. 140). Based on this, she argues that the 
recovery model is more useful to dementia care nursing than person-centred models. 
Irving and Lakeman (2010) assert that although person-centred care has, without 
doubt, influenced dementia theory and practice in a very positive way, it has also 
become somewhat of a “catchphrase” for good care. This is despite the fact that 
many people with dementia in both residential and community care have not 
experienced this new approach in their day-to-day lives, and in many cases care 
continues to be based on the medical model (Martin, 2009). Irving and Lakeman 
(2010) suggest that where person-centred care has failed to bring about a big impact 
on public attitudes towards dementia, which remain pessimistic, the recovery 
approach might instead serve to counteract such pessimism and have “utility in 
driving reform” (p.402). They go on to argue that the conditions on which person- 
centred care is based; empathy, genuineness, and unconditional positive regard 
(derived from Rogers’ original person-centred care approach in 1961); may be
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insufficiently powerful to drive the organisational and cultural changes needed in 
dementia care settings.
The question of which model is ‘best’ is however a simplistic view; it may 
instead be more sensible to think about how these two different but complementary 
approaches can inform and leam from each other. Fully achieving the values and 
practices inherent in either of these complex models, within older peoples’ mental 
health services, poses a great challenge for practitioners. This challenge inevitably 
becomes greater with increasing severity of illness (Hill et al., 2010).
Issues of ageism, stereotypes and social and cultural expectations can act also 
as barriers, marginalizing and stigmatising older people (Clarke, 2005). Damaging 
assumptions about the inevitability of mental health problems with ageing, or 
expectations of cognitive and social decline in older age, continue to be widely held 
within society. Issues of age discrimination within mental health services have 
additionally been acknowledged, including the under-provision of services for older 
people with mental health problems, age inequality between adult and older people’s 
mental health services, the under-detection of mental health problems in older people 
and lack of appropriate training for mental health professionals (see Beecham et al., 
2008^
Challenges and Barriers to Implementing a Recovery Approach
with Older Adults
A number of difficulties in applying the recovery approach with older adults 
have been identified in the literature. The most obvious problem concerns the use of 
the word ‘recovery’, which, as discussed earlier, implies being ‘cured’ and may give 
false hope or unrealistic expectations to people with dementia and their carers 
(Adams, 2010; Irving & Lakeman, 2010). It has also been argued that the word 
‘recovery’ may actually be more a part of a professional vocabulary, rather than 
originating from service users and carers themselves (Adams, 2010).
When taken at face value then, for many people this term does not sit well 
when talked about in the context of older adults. This is highlighted in a quote from a 
professional working in the field of older adult mental health: “There is not much 
fixture left for older people. Therefore the scope for recovery is that much less for 
them.” (Hill et al., 2010, p. 289). This is also a reflection of the stigma and 
assumptions made about older people, discussed above. Furthermore, as emphasised
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by Irving and Lakeman (2010), if services for older adults are starting out from the 
standpoint that recovery is not applicable to their clients, the potential for any type of 
recovery will be seriously limited.
It may be the case that it is not necessarily the content or values of the 
recovery approach that make it challenging to apply to older people’s mental health 
services, but rather the way in which it is labeled and ‘packaged’. Irving and 
Lakeman (2010) suggest that because of the drive for social change that the recovery 
model stands for, it should perhaps instead be labeled ‘transformation’ rather than 
‘recovery’. They also note however, “the provocative nature of the word ‘recovery’ 
could be seen as advantageous.” (p. 404).
Another area of contention regarding use of the recovery model in older 
adults’ services, is its emphasis on hope. Holding onto hope when faced with the 
reality of severe mental illness and degenerative diseases like dementia may appear 
misguided. The progressive nature of dementia in particular can cause clinicians to 
question the benefits of the work they are doing (Hill et al., 2010). However, Hill et 
al. (2010) contend that if clinicians are able to engage with the core principles of the 
recovery approach, this will facilitate them to become more in touch and connected 
with the person with dementia, leading to “genuinely person-centred care” which 
inspires hope.
The importance given to self-care, self-management, personal responsibility 
and empowerment in both the recovery approach and person-centred care has been 
discussed above. A full exploration of these notions, however, must also include a 
discussion of risk management. Empowering clients through giving them choice, 
whilst at the same time managing risk and safety issues will prove challenging for 
clinicians who ultimately still have a duty of care to clients. The dominant culture of 
‘risk avoidance’ within services may also act as a barrier to recovery-based practice, 
which instead supports ‘positive risk taking’ (Bora, Leaning, Moores & Roberts, 
2010). Nevertheless, risk management and the recovery approach are not necessarily 
incompatible concepts, and guidance from the Royal College of Psychiatrists (2008) 
states that risk management should adopt a strengths-based approach and support 
recovery. Even at the greater extremes, where clients may need higher levels of 
restriction, detention, or compulsory care, it has been argued that the recovery 
approach can still be supported. In cases where an individual has lost the capacity to
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continue making decisions, increased restriction may actually be more supportive of 
recovery (Hill et al., 2010).
A further issue is how this emphasis on self-management and personal 
responsibility applies to people with dementia whose personal resourcefulness may 
be diminishing over time (Irving & Lakeman, 2010). A paper by Martin (2009) 
highlights the importance of the Mental Capacity Act (MCA) in ensuring that 
autonomy and choice are maintained for as long as possible in people with dementia, 
and Martin conceptualizes a three-stage model of dementia care which considers 
mild, moderate and severe dementia separately. Martin suggests that early-stage 
dementia suffers are able to maintain high levels of personal agency, with increasing 
support from family and carers being needed as they move along the severity 
continuum.
The notion of ‘relationship-centred care’ (Repper & Perkins, 2003) is relevant 
here, as this identifies that whilst recovery remains a very personal journey, 
individuals do not recover in isolation and are seen as existing within a network of 
social interactions and relationships. This approach emphasises that facilitating 
personal adaptation, creating hope-inspiring relationships, and promoting access and 
social inclusion are three closely interrelated and interdependent factors involved in 
recovery. Adams (2010) suggests ‘relationship-centred care’ is a valuable mode of 
recovery for dementia care. However, Martin (2009) again comes back to the 
difficulties inherent in facilitating personal adaptation for individuals with impaired 
cognitive ability and awareness. He argues that for those individuals who may be 
unable to initiate adaptive lifestyle adjustments themselves, it will instead be down to 
staff and carers to endeavour to maintain and optimize the abilities of the individual. 
For this to be achieved, Martin states, a “radical change in culture” is required.
Implications and Recommendations for Practice and Service Development
It is widely accepted that in order for either person-centred care or the 
recovery approach to genuinely make an impact on practice, a “cultural shift” is 
necessary (Hill et al., 2010). Aside from a change in culture, a change in the 
organisation of services is also required (Shepherd et al., 2008). There are varying 
opinions as to how to best achieve such change; any change is likely to require an 
integrated approach involving input from all levels of an organisation -  from service 
planning, finance and administration, to clinical and managerial hierarchy, to staff on
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the ground who are trained to deliver and facilitate recovery-oriented practice (Hill et 
al., 2010). If mental health services are to truly engage with the values and principles 
of the recovery approach, it is vital that they are developed in partnership with the 
people who use them and do not just pay lip service to recovery-based practice by, 
for example, merely re-branding the service (Hill et al., 2010).
However, the question of what recovery-based practice will, or should, 
actually look like in reality remains. This ambiguity has proven to be one of the 
biggest obstacles to the successful implementation of recovery-oriented practice 
(Shepherd et al., 2008). Looking to examples of real-life practice based on the 
recovery model may help clarify this issue. Older people’s services in South West 
London and St George’s (SWLSTG) NHS Trust have been implementing recovery- 
oriented practice (SLAM/SWLSTG, 2010). Here, as part of an action plan for the 
implementation of the recovery model, staff have received specific training in the 
recovery model.
Other projects include producing a number of publications and other 
materials for people with dementia and their carers, a post-diagnosis information 
booklet, information on how to live and cope positively with dementia, information 
on life review work, and a booklet to record important personal information about 
people’s likes, dislikes and preferences which essentially acts as an advanced care 
directive for people with dementia (Hill et al., 2010; SLAM/SWLSTG, 2010). Focus 
groups have also been used to gather and document recovery stories firom older 
people, which can then be used to provide hope and motivation to other service 
users. In addition, work has also been undertaken around planning and coping with 
discharge from hospital, and training staff on how to use life-story work to help 
people maintain a positive sense of identity (Hill et al., 2010).
Another example of recovery-based practice is the Wellness and Recovery 
Action Plan (WRAP) approach. The WRAP approach is a manualised self­
management group programme developed by Mary Ellen Copeland (2005). The aim 
of WRAP is to enable individuals to develop an increased sense of control over their 
life and illness, through the development of a personal plan for managing their well­
being, identifying early warning signs and triggers for becoming unwell, and ideas 
for early intervention when these signs are noticed (Scott & Wilson, 2010). The 
implementation of WRAP in mental health services has been recommended (e.g.
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Slade, 2009). Originally developed for working age adults with mental illness, there 
has been little research about the suitability of WRAP for older adults. However, a 
study by Bywater and Hartley (2006) described a ten-week WRAP group in a day 
hospital setting for older adults. The feedback from anonymous evaluation sheets at 
the end of the group indicated that all participants understood the concepts of WRAP 
and found the sessions to be helpful. No negative comments were received from the 
group members. However, no standardised outcome measures were used in this 
study.
These examples of practice are helpful in making recovery more tangible, 
however Shepherd et al. (2008) argue that further clarification and 
‘operationalisation’ is needed in order to bring about meaningful reform in services.
It is here, they suggest, that a detailed ‘Policy Implementation Guide’ (PIG) to 
provide “simple guidelines for practice at an individual, team and service level” (p.8) 
would be extremely valuable. The authors also propose that a recovery model PIG 
could be used to further service development by providing a set of agreed standards 
for auditing cycles; any such standards would need to be monitored closely and 
continually reinforced. Currently, DREEM (‘Developing Recovery Enhancing 
Environments Measure’) is the most well known measure of recovery-oriented 
practice in the UK. It has been used to examine the views that staff and service users 
hold about recovery, to measure to what degree recovery is being supported in 
services, and more recently it has been used as a tool to encourage service 
improvement (Shepherd et al., 2008).
This measure does not, however, specify what recovery-oriented behaviours 
should look like for staff ‘on the ground’. Various documents that champion the use 
of the recovery model have suggested ways in which staff and services can support 
and keep alive the key tenets underlying the philosophy. Slade (2009) has put 
forward ‘100 ways to support recovery’, which includes ideas such as making 
recovery information and resources available to people, the promotion of self-help 
groups and peer support, encouraging staff to talk about recovery and using recovery 
principles in interactions and conversations with people who use their services, using 
advance directives and planning for crises, and assessing recovery process and 
outcome measures. Shepherd et al. (2008) also cite ‘Ten Top Tips’ for recovery- 
oriented practice, which are questions for mental health professionals to ask
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themselves after each interaction with a service user. Questions include “did I help 
the person identify and prioritise their personal goals for recovery -  not professional 
goals?” (p.9).
Conclusions
This essay has provided an overview of both person-centred care and the 
recovery model, considered some of the aims, values and objectives that these 
approaches appear to share, and discussed some of the potential obstacles to 
implementing a recovery approach with older adults. In drawing together conclusions 
about how to apply this knowledge and information, it is important not to 
underestimate the size of the challenge in genuinely pursuing either of these 
approaches in systems and services with often entrenched practices and values 
(Adams, 2010). However, although the majority of the writers in the field 
acknowledge this, in many cases their hope and enthusiasm regarding the potential 
applications of the recovery model in older adults and people with dementia remains.
I agree with these sentiments, and believe that although areas of contention 
still exist, as outlined above, the ideas, values and general philosophy underpinning 
the recovery approach offer a useful, positive, progressive and potentially innovative 
way of working with older people with mental health problems, including those with 
dementia. This is not to say that a “one-size-ftts-all” approach to using the recovery 
model will work, nor is it to say that the valuable work achieved in relation to the 
promotion of person-centred care within older adults should be discarded. Indeed, as 
we have seen, much of this is already in line with what the recovery model hopes to 
achieve. Perhaps, as mentioned earlier, the focus should be on bringing these two 
approaches together to leam from each other and work together, “in pursuit of a 
common purpose” (Hill et al., 2010, p.296). In this way, a specifically tailored and 
adapted model for older adults could be achieved. Hill et al. (2010) suggest the 
possibility of the approaches becoming united in an emphasis on ‘repersonalising’ or 
‘recovery of the person’. It may be the case though that using the word ‘recovery’ 
might be more provocative and effective in bringing about change, and the recent 
‘buzz’ about recovery in working age adult services may help to drive this further.
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This piece of work is a reflective account of the first Problem Based Learning 
(PBL) group task that we undertook, entitled “The Relationship to Change”. It 
involves reflections on my experience within a Personal and Professional Learning 
Discussion Group (PPD) and on completing the task, using hindsight and subsequent 
clinical experience gained whilst on placement.
The Task
We were introduced to the PPD component of the course on the first day, and 
informed that we would be required to give a presentation to the rest of the cohort on 
“The Relationship to Change” in just a few weeks’ time. At this point, the whole 
notion felt very abstract to me, and I had no clear grasp of what the exercise was all 
about. The thought of giving a presentation to my newly met peers so early in the 
course filled me with anxiety.
Group Process
After introductions, our facilitator explained that each session needed a chair 
and a scribe. I felt anxious at the prospect of being either due to my uncertainty about 
the task and what the roles actually required. Thankfully, our facilitator volunteered 
to chair the first session, and another member agreed to scribe. We were then 
prompted to discuss ‘The Relationship to Change’. I felt lost, so held back to listen to 
what other people were suggesting. Gradually other group members began to chip in, 
although I was aware of feeling judged by our facilitator and felt pressure to 
contribute even though I was unsure what to say. Eventually we generated a number 
of contexts ‘change’ could be considered in. In the early stages, however I still felt as 
though other group members knew what to do and I did not. I was hoping for a 
‘eureka’ moment when it all became clear and I would know what I was meant to be 
doing.
Looking back at our first PPD session it is apparent to me that my fellow 
group members were also feeling lost, and were looking for direction firom our 
facilitator. At the time, however, I felt very alone in my confusion and questioned my 
competence and ability. This self-doubt and lack of confidence is something I have 
noticed in myself when in new situations, and I am aware now, having started my 
first placement and feeling relatively de-skilled, that this is an experience that is 
likely to be repeated many times throughout my clinical training. I am also aware, 
after having disclosed these feelings to some of my peers, that this is very normal.
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and something that I will have to become resilient to in order to progress personally 
and professionally.
As the task progressed I found that it was I who suggested that the group take 
a vote to decide which topic we would settle on, I who kept trying to bring the group 
back to thinking about what the presentation would actually look like, and I who 
encouraged the group to write down a plan of how the presentation would actually be 
structured. I found myself becoming frustrated with the group because I felt we were 
engaging in too much talking and not enough ‘doing’. Reflecting on this, I am aware 
that I have a tendency to try to make things ‘concrete’ and like structure and 
direction -  preferably imposed by someone else. It dawned on me at the time of the 
task that I was now on a postgraduate course using an adult learning model, and I 
was unlikely to get the structure and guidance I so craved.
This is also very relevant to my clinical practice, as although I will have 
supervision, I will of course be expected to generate my own ideas, formulations and 
structures for interventions with clients. Speaking to my PPD group colleagues, this 
level of autonomy is something that many of them have been expected to 
demonstrate already. I, however, am in a specialist placement and so far have 
received close supervision with a more didactic emphasis. The thought of being so 
independent so early in training has brought out fiirther anxieties for my next 
placements, but I am also aware this is something I need to do to develop, and in 
some ways look forward to this challenge.
My PPD group members are now amongst the people I am closest to on the 
course and we have bonded well. Interestingly, I noted that our group seemed to 
work better without our facilitator. On reflection I think at that early stage in the 
course we were all worried about being judged, and withheld contributions in case 
they were deemed to be wrong or unintelligent by our facilitator. Also, I think we 
desired direction so when our facilitator was present we looked to her instead of 
taking ownership or responsibility for the group and task. Parallels can be drawn here 
with clients starting therapy - they may feel very daunted, fear judgement, and look 
to the therapist for the answers to their problems. Without our facilitator, I noticed 
we were more relaxed, and the atmosphere was lighter with more laughing and 
joking. It was in these sessions that we began to progress and get a real grasp on the 
task.
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Relating our group processes to theory, and drawing upon Bales’ (1950) 
model of group communication, I feel that our group’s communication style started 
off as very ‘task-oriented’, as we initially focused on our goal and how to achieve it. 
Gradually, however, we started to relax, and became more ‘social-oriented’ where 
the focus was on maintaining a positive atmosphere and motivating each other to 
ensure the continued functioning of the group. Tuckman (1965) hypothesised that 
groups go through stages including “forming”, “storming”, “norming”, and 
“performing”. Our group undoubtedly passed through the forming stage, involving 
orientation to the task and dependence upon our facilitator for guidance and support. 
The storming stage was not clearly evident as there was no obvious intragroup 
conflict, competition or emotional responses to task demands. This storming may, 
though, have been more on an individual level, as I became frustrated with the group 
at times. The norming stage, involving a development of group cohesion and an open 
exchange of relevant interpretations, was slightly more apparent in our group, 
although our exchanges were perhaps not as “open” as they could be and we 
remained polite and perhaps over-considerate towards each other. Finally, our group 
appeared to reach the “performing” stage where we engaged in problem-solving, saw 
the emergence of solutions and overall, achieved our objectives.
Our seemingly quick movement from forming to performing, with the 
absence of any obvious storming and little norming, may be explained by 
“Groupthink” (Janis, 1972), which states that very goal and task orientated groups 
may avoid the storming stage due to individuals’ high need for consensus and 
cohesion. The storming stage includes exploration of the boundaries of the group, 
often involving a degree of conflict to establish roles and hierarchies and identify 
people’s personality characteristics, strengths and weaknesses. Indeed, no rules were 
ever really established in our group, which may also have affected our group 
norming.
We voted on which idea to present, and settled on how change is dealt with in 
Multi-Disciplinary Teams (MDTs). One of our group had experience of a change 
being implemented within two MDTs, with very different responses and outcomes. 
We felt that this was a topical subject as changes are currently occurring in NHS and 
are affecting psychology teams, e.g. the introduction of outcome measures to justify 
funding.
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We grounded our presentation in theory by using Mabey’s Six Step Model of 
Change (Mabey & Mayon-White, 1993). This is based on the premise that successful 
change management within organisations has a number of key components that may 
follow in sequence. These include: 1) Establishing a sense of urgency, 2) Creating a 
guiding coalition, 3) Developing a vision and strategy, 4) Addressing cultural issues, 
5) Managing the transition, and 6) Sustaining momentum. We felt this model 
captured those key elements that were present (or conversely, lacking) in teams that 
we had experienced working in, and influenced the success of change. We also felt 
some of these elements could be clearly demonstrated by role-plays to further 
illustrate the key points.
The Presentation
As a group, we decided that as the last presenting team we would need to 
make our presentation as light-hearted, lively and engaging as possible. We filmed a 
‘News’ clip and incorporated this into the PowerPoint slides, providing a context for 
the presentation and outlining the new emphasis within the NHS on using service 
outcomes to determine funding. This clip started the presentation, and we then talked 
through each of the six steps of successful change management and demonstrated 
them in action using humorous role-plays. We then provided a critique of change 
management models and implications for practice, and finally, our group reflections 
on completing the task.
When we arrived in the presentation room, we were all nervous and shared 
fears that the other presentations would be superior. However, at the same time we 
were very curious to see alternative interpretations. We were then told we must go 
first instead of last, as our facilitator was unable to stay until the end. At the time this 
felt very unsettling, and having nothing to compare it to, I worried whether our 
presentation would be “wrong”. In reflection though, I think this was a positive, as it 
meant we had no time to worry or make negative comparisons to other presentations, 
which may have affected our confidence. However, we did get a bit flustered and 
experienced a ‘technical hitch’ when our video clip failed to play. The rest of the 
presentation went fairly smoothly, apart fi-om me running out of time due to this 
delay. Initially I felt disappointed and fimstrated with myself as everyone else’s parts 
had gone to plan, but the group rallied round me with reassuring comments. Looking 
back, I think it is important to leam fi-om this and I feel that I could have overcome
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this problem better by prioritising important points in my section and cutting out 
other material. In future presentations I will think through possible difficulties and be 
more prepared and able to think on my feet. Overall I enjoyed the experience of 
sharing knowledge and ideas with others, and I feel that this is something that it will 
be important for me to continue doing. This will be particularly pertinent given the 
emphasis on clinical psychologists providing consultation and teaching to other 
disciplines.
Despite our positive formal feedback, we nevertheless expressed our 
annoyance afterwards at being timed rigidly, as no time allowance was given to 
accommodate our technical hitch. I think this was our way of dealing with the slight 
feelings of failure that accompanied our group’s ‘hiccup’, as we negatively compared 
ourselves to other groups who all ran to time.
Re-evaluation of the PBL Exercise
In terms of strengths, I feel that our group was very flexible and 
accommodating of each other’s input and suggestions. We listened to each other and 
managed to sustain momentum well. I think the fact that we took a broad view of the 
question and drew upon other areas of applied psychology (i.e. occupational 
psychology) is also a strong point.
In terms of weaknesses, we noticed our lack of reflection whilst going 
through the task, and although we identified this and decided we should reflect, it 
never materialised until we had to prepare our reflections for the presentation. This 
may demonstrate our inexperience and anxiety about reflection, as it is a new process 
to most of us. We also considered that we might have been too accommodating of 
each other’s input and suggestions, and not challenged each other enough.
Additionally, we did not agree any group rules, and also did not spend much 
time getting to know each other on a more personal level in relation to the task (e.g. 
exploring individuals’ experiences of change and the meaning of change to each of 
us). I think this is a reflection of our group’s eagerness to make the task concrete.
If we were going to do the task again, I think that “reflecting-in-action” 
(Schon, 1983) during our PPD sessions would be helpful in order to identify our 
group’s needs as we went along. For example, this might have drawn attention earlier 
to things like our lack of group rules, which I feel may have had a knock-on effect on 
the group’s performance (e.g. how comfortable people felt contributing with no clear
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boundaries in place). Overall I have learnt that the initial stages are important in 
establishing the foundations of a group and group process.
I additionally now feel that I have more awareness of how I might approach 
implementing changes myself in the future. For example, it is important that the 
reason for change is understood, clear guidance is provided on how to change, and 
the change is supported and monitored. This may be particularly relevant given the 
context of current (and future) change within the NHS.
Summary
At the time it was introduced to me, I did not make any clear links between 
the task and the meaning of change and transition for myself and my future clients, 
probably because I was anxious about producing a satisfactory first piece of work.
On reflection however, I think the task was very relevant and encouraged me to think 
about my clients in a different way, highlighting how daunting and anxiety- 
provoking it must be for them to embark on a journey of change. I know at the 
beginning of this task and my journey of change within it, I would have liked 
something concrete to hold on to, and I am aware of my eagerness to pass this on to 
clients - 1 always want to prepare people for what is coming next and give a holistic 
view of what may be going on for them and where the intervention may head.
Overall, the task has shown me two key areas for my personal and 
professional development. Awareness of group processes is vital for clinical 
psychologists, as we are frequently required to work clinically with more than one 
person (e.g. family therapy, group therapy) and also in MDTs. Also, reflective 
practice and its emphasis on thinking about oneself in relation to others and in terms 
of the network of relationships we are in at different times is of utmost importance.
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This piece of work is a reflective account of the second Problem Based 
Learning (PEL) group task that we undertook, entitled “Child Protection, Domestic 
Violence, Parenting, and Learning Disabilities and Kinship Care”. It includes 
reflections on my experience of completing the task within my Personal and 
Professional Learning Discussion Group (PPD), using hindsight and subsequent 
clinical experience gained on placement.
The Task
The task was presented to us as a handout including a genogram of ‘the Stride 
family’, an eco map of the professionals involved, ‘the problem’ scenario, 
background information and prompt questions. The problem scenario outlined the 
complex case of young twin girls on the child protection register under the categories 
of emotional abuse and neglect, who have been placed in short term foster care 
following concerns of continued risk whilst in the care of their parents. The Local 
Authority is expressing a wish for the children to be placed for adoption as soon as 
possible as they believe the parents will never be able to care adequately for their 
children; however, the parents remain determined to have the children returned to 
their care. In our role as psychologist we have been asked to help the Court by 
conducting a full risk assessment, and if appropriate, help the Court develop a 
rehabilitation plan for the children. The genogram and background information raise 
fiirther complicated systemic, social and risk issues, including domestic violence, 
parental learning disabilities, depression, poverty, social exclusion and kinship care. 
Many professionals are involved in the case.
Group Process
In reflecting on this PEL task and comparing it to the first task, I have noted 
differences in our group process. Perhaps most influentially, our PPD group now has 
a different facilitator. I feel that this has had a significant impact on how we 
approached the task. Last year our group appeared to be characterised by uncertainty, 
and voiced feelings of frustration. This seemed to stem from the group looking to the 
facilitator for direction, who was not always able to provide this. This however was a 
useful learning experience, and we agreed that moving forward, we would take more 
responsibility for our learning and development to ensure that we get what we want 
out of our sessions. I feel that our group has transitioned from having a leader- 
centred ‘maypole’ pattern of interaction, whereby communication occurs from the
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leader to the members and vice versa; to a group-centred ‘free floating’ pattern of 
interaction where all members take responsibility for communicating (Toseland & 
Rivas, 2005). Indeed, the literature suggests that group-centered communication 
patterns tend to increase social interaction, group morale, commitment to group 
goals, and innovative decision-making (Carletta, Garrod, & Fraser-Krauss, 1998). I 
would agree that these effects have been achieved within our group.
The amount of information presented to us in the task felt somewhat 
overwhelming, as there were numerous perspectives to consider, each of which we 
felt was very important. We decided to find out more information about different 
areas, such as parenting with learning disabilities, learning disabilities and domestic 
violence and child witnesses of domestic violence, which we hoped would help us to 
decide which areas to focus on. This process of information seeking spanned several 
weeks, with us continually going off to seek information, bringing this back to the 
group, and then going off again. This may be a reflection of our anxieties about being 
inclusive and of how much complex information the group was attempting to collect, 
assimilate and make sense of.
We reflected that some group members appeared to take on similar kinds of 
roles in both PEL tasks, for example the same people took responsibility for 
formatting the PowerPoint slides, and for organising the visual media such as 
photographs. The group fed back that they perceived me to take on the role of 
‘Monitor Evaluator’ from Eelbin’s Team Role Theory (cited in West, 1994). 
According to Eelbin, this person evaluates the alternative courses of action. It was 
commented that I am thoughtful and provide constructive criticism to the group, 
think about how realistic ideas are and feed this back to the group, facilitating 
problem solving.
Generally, as referred to earlier, it was felt that the work was shared between 
the group equally and there was a sense of ‘shared leadership’. In contrast with 
traditional notions of the individual leader, this concept sees leadership as a shared 
activity where individual members of the group can step up to demonstrate 
leadership when needed by the group and then step back down to allow other 
members to do the same (Pearce & Conger, 2003). However, I also noted that on 
occasion the group became paralysed by indecision. Perhaps our sense of leadership
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became almost too shared, and we needed someone to ‘step up’ and take charge at 
times.
The Presentation
We chose to ground our presentation using PowerPoint slides, and later 
reflected on the ‘safety’ this appeared to provide us in presenting a lot of complex 
information about a sensitive subject. As a group member was on leave on the day of 
our presentation, to make clear her contribution in her absence, we filmed her 
presenting the group’s reflections. These clips were used to start and end the 
presentation. We used humour in these clips, and reflected that this may have helped 
the group manage the task, been a way of dealing with the emotive and difficult 
presentation topic.
Our group identified that the voice of the Stride family felt like it had been 
‘lost’ in the problem scenario. We therefore chose to focus our presentation on 
bringing out the voice of the Stride family. We attempted to illustrate the difficult 
feelings the family might have been experiencing using photographic ‘sculpts’, an 
idea fi*om systemic/family therapy. Sculpting involves the members of a family or 
group creating different ‘portraits’ by physically positioning (posturally and 
spatially) the other members of the family or group. The aim is to provide insights 
into the perceptions of different individuals in a family or group by creating a 
physical representation of interpersonal relations, action and feeling. This may give 
rise to new meanings and a new picture of family relations that perhaps could not 
have been elicited using verbal expression (Miermont, 1995). The whole group 
engaged in the creation of these photographic sculpts, and for me, physically taking 
on the roles of the Stride Family facilitated a better understanding of how they might 
be feeling and experiencing the situation they are in. This exercise has made me give 
more consideration to the perspectives and feelings of my clients and importantly, 
their families/systems around them. I now endeavour to consider the situation from 
their perspectives and think about what might be going on for them, including wider 
issues such as power differentials, which may remain unspoken.
After watching other groups’ presentations, we noted that ours was more 
academic and ‘research heavy’ than most. Overall I felt that this year groups had 
tended to move away from PowerPoint and took a more ‘playful’ approach to the 
task, whereas our group had in some ways done the opposite. This may be a
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reflection of several things, including our anxiety about ensuring that we took a 
holistic view of the task and therefore included research on many different issues. It 
may also reflect our changed attitude towards our PPD group as now being a 
resource to utilise to aid our learning. Indeed, we agreed that although our 
presentation may not have been as Tight’ as other groups, we may have leamt more 
and be better able to link theory to practice on placement. Indeed, I came away with 
a greatly increased knowledge base due to the amount and wide range of reading I 
did for the task.
Re-evaluation of the PEL Exercise
For me, this exercise involved a new area and I became very aware of my 
lack of knowledge of the issues raised. The thought of such a referral potentially 
‘landing’ on my desk at some point in the future filled me with anxiety as I initially 
thought I would not know how to manage such a complicated case. However, 
completing the exercise has been an enriching and valuable learning experience and 
through reflecting on this task and my subsequent clinical experience I am aware that 
this learning has also influenced my clinical practice.
The lack of confidence I experienced when faced with this new area and 
issues has also arisen for me on my current placement in older adults. I realise that I 
have a tendency to doubt my competence and ‘forget’ my transferable skills in such 
situations. As a result I seek knowledge for reassurance, and perhaps become 
somewhat ‘disconnected’ from emotive or anxiety provoking issues by taking a more 
academic, knowledge-based stance. However, my subsequent clinical experience on 
placement with complex clients has also helped me to begin to feel more confident in 
working with such complexity, and I have leamt that in such cases there is not 
always a definitive ‘right’ or ‘wrong’ and I am not expected to know exactly what to 
do or how to proceed with a client straight away.
The change I experienced in terms of taking more responsibility for my own 
learning and development whilst undertaking this task has additionally been 
transferred to my attitude towards training overall. My approach to my second year 
placement has shifted in that I now rely less on my supervisor for reassurance, and 
instead try to use my own initiative and formulation skills to identify potential 
interventions, seeking feedback on this in supervision. This increased sense of
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personal responsibility will undoubtedly be important as I move further through the 
training experience towards qualification.
Working within the PPD group and engaging in reflection has enabled me to 
identify the differences between the role I take on in the PPD group, and the role I 
take on in multidisciplinary teams on placement. I am more vocal and contribute 
more within my PPD group, whereas on placement I tend to contribute only when 
addressed directly. This is due to my lack of confidence speaking amongst 
professionals who I perhaps perceive as being ‘above’ me, in comparison to speaking 
amongst my peers. The traditional hierarchical leadership I perceive at my placement 
possibly precludes me taking on a shared leadership role. It will clearly be important 
for me to overcome this, particularly for the fiiture when I am likely to be a qualified 
member of such a team. It may be that simply becoming qualified will be enough, 
however I will explore this issue further with future supervisors.
Nevertheless, the task emphasised to me the importance and value of 
multidisciplinary working in clinical practice, in terms of the different skills brought 
by different professionals. I have since experienced this on placement in 
multidisciplinary meetings, and have appreciated the sharing of different ideas and 
perspectives, the feeling of ‘safety’ and the shared responsibility such discussions 
can bring. This is particularly important for complex clients. Completing the task as 
psychologists with no ‘team’ to consult felt overwhelming particularly in terms of 
anxiety and issues of risk and responsibility, despite it being a hypothetical exercise. 
However, because we were aware that there would be no ‘real’ outcomes, we also 
reflected that we felt more ‘fl-ee’ in generating possible ideas of what we would do.
In real life we imagined it would be much more agonising and difficult to come to 
definitive conclusion.
The task required us to consider the perspectives of many different 
professions, and the Stride family themselves; each likely having a different set of 
concerns and construction of the problem. The exercise emphasised to me the 
importance of the role of psychology in such a case, in holding in mind these 
perspectives, and encouraging and facilitating multi-disciplinary working and 
communication. Clear communication fi*om professionals to clients is also 
imperative, particularly in cases involving learning difficulties/disabilities and such 
serious potential consequences. I now pay more attention to the clarity of my
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communications with both other professionals and clients, and attempt to tailor them 
to my audience. Overall, rather than the case being the ‘problem’ of any one 
profession I feel it is most effective to use the skills and resources from the different 
professions where required and appropriate. Keeping sight of what is most important 
is of course key; in this case, the well being of the Stride children.
We additionally felt that the case of the Stride family was presented mainly in 
terms of deficits rather than capacity. As a psychologist I feel an important part of 
the role is to question such deficit-based constructions and to offer a balanced view, 
including strengths. This has influenced my clinical practice in that I am more aware 
of how I find myself constructing a client’s ‘problem’, including how I write about 
clients in communication to others. I am also more sensitive to listening to how other 
colleagues/professionals construct clients’ problems. Part of my personal and 
professional development moving forward will be focused around building the 
confidence and skills to offer alternative constructions, particularly within a 
multidisciplinary setting.
Summary
Engaging with this exercise has highlighted to me the importance of a 
number of issues including diversity, social context including poverty and the 
limitations this can place on any intervention, stigma, and power differentials. I am 
more aware of these issues now in my clinical practice, and endeavour to consider 
them even if they are not immediately ‘obvious’ within a client’s presentation. The 
issue of positive risk taking vs. risk management was pertinent for me during this 
exercise, and I remain uncertain about where my personal and professional 
‘boundaries’ lie here. This dilemma of course has to be considered for each 
individual case where relevant, and in the future I hope to be able to work my 
uncertainties through in supervision or discussion with other professionals. Moving 
into my learning disabilities placement shortly, I feel this exercise has given me a lot 
of important issues to think about and hold in mind when working with this 
population.
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The process account is a reflective account of my experiences within my 
Personal and Professional Learning Discussion Group (PPLDG) during the first year 
of clinical training. Reflections on group process, roles and development, my 
personal contributions and impact on the group, my learning fi*om the group, and 
applications to NHS practice are included. My PPLDG consisted of seven trainees 
and a facilitator from the course team.
We engaged in activities including a Problem Based Learning (PBL) task; 
individual genograms; discussion of journal articles; and a case presentation. My 
PPLDG experience was initially characterised by uncertainty and anxiety; it was 
notable that we remained task-focused and did not bring anything personal into the 
group. Completing tasks such as the PBL and genogram, however, appeared to bring 
the group closer together and helped us leam more about each other, personally and 
professionally.
Following psychodynamic teaching week and participation in experiential 
groups, the group’s expectations of PPLDG changed and more value was placed on 
having a personal, reflective space. This led to frustration at ‘wasted’ past sessions, 
and frustration towards our facilitator was also evident. However, this led to the 
realisation of the importance of taking responsibility for the group and our own 
learning moving forward. Thinking about group roles and development, PPLDG 
members were observed to take on roles consistent with Belbin’s Team Roles 
Theory, and useful feedback was received fi*om the group in relation to their 
perceptions of me and my roles and contributions.
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The process account includes reflections on my Personal and Professional 
Learning Discussion Group (PPLDG) experiences during the second year of clinical 
training, including group process and development from last year, my personal 
contributions and learning from the group, and influences on my subsequent clinical 
practice.
The group activities included a Problem Based Learning (PBL) task; set 
reading seminars; discussion and practice of consultation skills; and discussion about 
supervision, feedback, and “switching off’ outside work. We additionally video 
recorded a group session and reflected on this.
Last year our group appeared to be characterised by uncertainty, lack of 
direction, and finstration. As a result we entered this year with a renewed resolve to 
get the most out of the group, and we took increased responsibility for the sessions. 
We also shifted from a leader-centred to a group-centred communication style, where 
we all took responsibility for communicating.
Our new facilitator was influential in these positive transitions, as she 
integrated well with the group and became a ‘member’ rather than a ‘leader’. She 
also encouraged us to reflect on our group processes and to take risks within the 
group. These group-level advances positively impacted on my clinical practice and 
team working on placement. From reflecting on the group’s work I have been able to 
gain increased understanding of my clients, teams, and my own areas for 
development. I also received helpful feedback about my own style of interaction and 
contribution within the group.
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Year 1
Adult Outpatient Eating Disorders Service
My role at the Eating Disorders Service involved working with adults with 
eating disorders such as Bulimia Nervosa and Eating Disorder -  Not Otherwise 
Specified (ED-NOS). The work involved undertaking assessments with clients to 
determine their suitability for either group-based or individual treatment, creating 
collaborative formulations with clients, co-facilitating a transdiagnostic eating 
disorders treatment group, and carrying out individual interventions with clients 
using a predominantly CBT approach. I also gained experience of using Motivational 
Enhancement Therapy (MET) and DBT skills training with clients and I prepared 
and co-facilitated a teaching session on MET for the multidisciplinary team. In terms 
of research and service development, I conducted an audit to identify levels of carer 
satisfaction with the service received by their loved one, the results of which were 
fed back to the team and actions were subsequently identified. In addition, I 
disseminated findings fi*om a literature review I conducted about the role of carers in 
the treatment of eating disorders, which generated discussions about improving 
services for carers. I also helped to develop leaflets for the team about diversity in 
eating disorders and the role of a psychologist.
Community Mental Health Recovery Service
After being on placement full time at the Eating Disorders Service for six 
months, I began to spend one day a week at the Community Mental Health Recovery 
Service for the following six months. This enabled me to gain experiences with a 
wider variety of clients with presenting problems such as depression, anxiety, low 
self-esteem and OCD. I carried out assessments and individual interventions with 
clients using a CBT-based approach, including work on addressing negative core 
beliefs. During this placement I also conducted two neuropsychological assessments 
with clients using the WAIS-III and the WMS-III, the results of which were fed back 
to the clients and used to inform future treatment planning and referral to appropriate 
services.
Year 2
Older Adults Psychology Service
This placement provided me a number of valuable experiences, particularly 
working within a large multidisciplinary team and liasing with a variety of other
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professionals including physiotherapists, occupational therapists and nurses. I 
completed assessments and individual psychological interventions with older adults 
with depression, anxiety and physical health problems using an integrative approach 
drawing from narrative, systemic and CBT models. I had the opportunity to spend 
time on a dementia ward, and undertook a project to promote the use of doll therapy 
with patients on the ward; this involved meeting with staff groups to discuss 
feasibility, practicalities, concerns and controversies, and holding training sessions to 
educate staff about the therapeutic use of doll therapy in dementia care. I additionally 
carried out two neuropsychological assessments for dementia, using a compilation of 
tests from ??. With regards to service development, I was involved in developing a 
dementia information pack for clients, which involved co-facilitating a focus group 
and gathering individual feedback from clients regarding the information pack. I also 
gave a presentation to the multidisciplinary team about using the recovery model 
when working with older adults, including the dissemination of resources to facilitate 
recovery oriented practice.
Psychology and Challenging Needs Service for People with Learning Disabilities
My role within the Learning Disabilities team involved adopting a 
predominantly systemic approach to working with families and staff teams, and 
consulting with staff from a variety of different professions including care workers, 
speech and language therapists, behaviour analysts and social workers. I had the 
experience of undertaking indirect work with the families and staff teams of adults 
with learning and physical disabilities, including completing a behavioural 
assessment of a client with behaviours that challenge staff and feeding back the 
results of this work to the staff team. In terms of direct work, I completed a systemic 
intervention with a mother and daughter focused on separation anxiety and 
independence issues, and carried out a piece of exploratory work with a client 
experiencing anxiety and avoidance. I also took part in a piece of joint systemic 
family work with my supervisor, focused on helping the family system adjust to their 
son’s diagnosis and changing needs as becomes an adult. In addition, I helped to 
revise and set up a ‘keeping safe’ group and carried out a number of suitability 
assessments for this group, and I completed a neuropsychological baseline 
assessment for dementia with a client. I also carried out a WASI as part of a 
comprehensive learning disability assessment.
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Year 3
Specialist Placement: Forensic Medium Secure Ward
This placement involved working with individuals with severe and enduring 
mental health problems and personality disorders who have a history of offending 
behaviour. I joined the weekly ward rounds and gave feedback on my clients to the 
multidisciplinary team. I co-facilitated CBT-based groups for substance abuse and 
offending behaviour during my time at the secure ward, and carried out individual 
interventions focused on anger management and relapse prevention. I also had the 
opportunity of attending the weekly Sexual Behaviour Service meetings and joined 
team members for assessments of clients and their partners, which I was then 
involved in writing up. Whilst with the team I additionally participated in a 3-day 
DBT training event where I was able to practice and enhance my DBT skills. With 
regards to assessment, I was involved in carrying out initial client psychological 
assessments including the use of a variety of psychometrics for the assessment of 
personality. I also completed neuropsychological assessments using the WAIS-IV 
and the BADS, including measures of premorbid functioning and malingering. 
Family, Adolescent and Child Team
During this placement, I worked with children between the ages of 4 and 17 
experiencing a variety of difficulties including depression, anxiety and OCD. I 
carried out a variety of work including assessments and interventions with 
individuals and their family members, developmental assessments comprising play- 
based and neuropsychological assessments (including the WPPSI-III and WISC-IV), 
and school/nursery-based observations of clients. My individual work with clients 
and their caregivers was predominantly based on CBT and systemic approaches, and 
I had the opportunity to join the Systemic Family Therapy Team as a member of the 
reflecting team. This was a particularly valuable aspect of the placement. I was 
additionally involved in developing a service leaflet for young people. Overall, this 
placement provided me with important knowledge regarding Autistic Spectrum 
Disorders specifically, and also more generally, the various stages of development 
and the common difficulties that can arise at each stage.
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An Evaluation of Carers’ Satisfaction with the Supports Provided 
Through an Eating Disorders Service
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Abstract
Objective: Research suggests that carers of individuals with eating disorders 
experience high levels of distress, perceived burden, and unmet needs (Graap et al., 
2008; Haigh & Treasure, 2003). The aim of this project is to identify the levels of 
unmet needs in the carers of clients of the Eating Disorders Service (EDS), and their 
satisfaction with the supports they have been offered by the EDS.
Design: Consent to contact carers was sought from current service users. Carers were 
sent a questionnaire to measure levels of unmet needs and satisfaction with supports 
offered by the EDS. Quantitative data was analysed using descriptive statistics and 
qualitative data in the form of comments was analysed using thematic analysis. 
Participants: 23 carers participated in the study (a response rate of 72%).
Results: Findings suggest that carers of the EDS service users have many unmet 
needs. In particular, a need for practical help such as coping strategies was 
highlighted. Only 17% of carers had attended the EDS drop-in support sessions, and 
barriers such as distance and time were implicated. Low rates of offer and uptake of 
Carer’s Needs Assessments were also evidenced.
Conclusions/Implications: The study highlighted gaps in current service provision 
for carers. There are implications for the development of services and resources to 
address these gaps, including creation of a “carer’s guide”, and improving the 
accessibility of the support group and Carer’s Needs Assessments.
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Introduction
The Eating Disorders Service (EDS) consists of three hubs based at different 
locations throughout the trust. All offer outpatient services and one hub also offers 
adult day care facilities. The EDS offers treatment to clients with moderate to severe 
Anorexia Nervosa (AN), Bulimia Nervosa (BN), Eating Disorder Not Otherwise 
Specified (EDNOS) and Binge Eating Disorder (BED).
The National Institute of Clinical Excellence (NICE) guidelines recommend 
that individuals with eating disorders should be managed on an outpatient basis 
(National Collaborating Centre for Mental Health, 2004). A large amount of 
responsibility is therefore placed upon the families and carers of these individuals. 
Indeed, there is research to demonstrate that these carers experience high levels of 
distress, perceived burden, and unmet needs (Graap et al., 2008; Haigh & Treasure, 
2003).
Carers are increasingly recognised as having a vital role in society, and this is 
gradually being reflected in law and government policies. For example, the Carers 
(Equal Opportunities) Act (Her Majesty’s Government, 2004) states that local 
authorities are required to ensure that all carers are aware of their entitlement to an 
assessment of their needs, which must consider carers’ outside interests such as 
work, study or leisure.
Such legislation sounds like a promising step towards improving support for 
carers. However, the literature suggests that many carers feel their needs are not 
adequately met through current service provision. For example, Haigh and Treasure 
(2003) found that carers of individuals with AN had high levels of unmet needs in 
domains including ‘information about eating disorders’ and ‘support from other 
people/organisations’. Additionally, Graap et al. (2008) found high levels of unmet 
needs in carers of patients with AN and BN, in key areas including information about 
the illness, strategies, and supports such as counseling. A survey of the families of 
patients with eating disorders also found that only 12% of families felt they had 
access to adequate support, and 23% felt they had no support at all (Beat, 2008). 
Currently, the EDS offers a monthly carer’s support group facilitated by a clinical 
psychologist and a dietitian, the provision of information and resources, and Carer’s 
Needs Assessments where implicated. No research has, however, been conducted to 
establish how satisfied carers are with these supports.
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Aims
The aim of this project is to identify the level of unmet needs in the carers of 
clients of the EDS, and identify how satisfied they are in terms of the supports they 
have been offered by the EDS. This Avill enable the EDS to further develop and 
improve the quality of services offered to carers, and provide them with an 
opportunity to attend to any unmet needs that may be identified.
Objectives
• To determine whether current supports offered by the EDS are effective in 
meeting the needs of carers of patients attending the service.
• To identify whether there are currently any unmet needs and to consider, if so, 
how to fiirther develop the supports provided.
Method
Procedure
All current service users were contacted via post and provided with an 
information sheet about the proposed carers’ satisfaction evaluation. They were 
asked to sign and return a consent form stating whether they consider themselves to 
have a carer, and if so, whether they consented to their carer being contacted for the 
purposes of the evaluation. Those who did were asked to return an additional form 
containing the details of their nominated carer (see Appendix 2). Stamped addressed 
envelopes were provided for postal returns.
Once their details had been received, the carers were contacted via post and 
provided with an information sheet containing details of the carers’ satisfaction 
evaluation, a consent form and a questionnaire to complete and return (see Appendix 
3). Again, stamped addressed envelopes were provided for postal returns. A second 
mail shot was sent out to those carers who had not responded, 2-3 weeks after the 
first mail shot.
Participants
In total, 256 current service users were contacted, and 61 responses were 
received. Of these respondents, 32 provided the contact details of their carer and the 
remaining 29 stated that they either did not consider themselves to have a carer or did 
not wish for us to contact their carer for the purposes of this evaluation. Of the 32 
carers contacted to take part in the evaluation, 23 completed questionnaires were 
received.
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Ethical Considerations
This evaluation received approval from the Trust audit department (Appendix 
1). Additionally, all service users who nominated their carers were informed of their 
choice in providing their carer’s details and that this would not affect their treatment 
or the services they receive. All carers were also informed of their choice in 
participating in this evaluation and that this would not affect the treatment that the 
person they care for receives in any way. Carers were additionally provided with the 
telephone numbers of support services should any difficult feelings arise in 
conjunction with completing the evaluation. Finally, all service users and carers were 
advised of their ability to withdraw from the evaluation at any time.
Measures
The Carers’ Needs Assessment Measure (CaNAM, Haigh & Treasure, 2003), 
a self-report questionnaire to assess the needs of carers of individuals with AN, was 
adapted for use in the current evaluation. Additional sections relating to the monthly 
carer’s support group and the Trust Carer’s Needs Assessment were added to 
evaluate levels of satisfaction with these provisions (see Appendix 2). No 
information about the psychometric properties of the CaNAM is currently available.
Analysis
The number and percentage of met, unmet and no needs was calculated for 
each question. The proportion of unmet needs was calculated for each carer by 
summing the number of unmet needs and dividing this by the total number of 
questions that had been completed. This information was then used to calculate total 
average proportions of unmet needs. As a number of participants also left additional 
comments, qualitative analysis of this data was undertaken using thematic analysis. 
This technique was selected as it is a flexible approach, independent of an 
ontological, epistemological perspective. It can be defined as “a method for 
identifying, analysing and reporting patterns within data” (p.79, Braun & Clarke, 
2006). A realist position was adopted within the thematic analysis, in an endeavour 
to directly represent the experiences, meanings and realities of the participants. 
Themes were established on the basis that they were deemed to have captured 
something important about the participant’s experiences and were evident on 
numerous occasions either across or within participants.
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Results
A total of 23/32 (72%) questionnaires were returned. In terms of gender, 8/23 (35%) 
participants were male and 15/23 (65%) were female. With regards to ethnicity,
20/23 (87%) of participants described themselves as White British, 2/23 (9%) 
described themselves as mixed White and Asian, and one person described herself as 
White Other.
Percentage figures in the tables have been rounded to the nearest whole 
percentage. For this reason the percentages for some items may not add up to 100%.
On average, carers had unmet needs on 43 per cent of the items in the area of 
information about eating disorders (Table 1). High levels of unmet needs were found 
in several items of practical detail, including information about coping strategies, 
treatment options and counseling/psychotherapy opportunities. Carers expressed the 
highest level of unmet needs for information about ‘success stories’ of recovery firom 
an eating disorder. An unmet need for information about eating disorders in general 
was also firequently demonstrated.
Table 1
Carers ’ Needs in the Area o f Information About Eating Disorders
Item Met needs Unmet needs No needs
N % N % N %
‘Success stories’ 4 17 15 65 4 17
Coping strategies 4 17 14 61 5 22
Counselling/psychotherapy 3 13 13 57 7 30
Treatment options 5 22 13 56 5 22
Eating disorders in general 11 48 12 52 0 0
What to do if relapse 10 44 11 48 2 8
Current treatment plan 9 39 10 44 4 17
How to meet others ‘in the same boat’ 8 35 8 35 7 30
Individual/family support groups 8 35 7 30 8 35
Where to get help/advice 13 57 6 26 4 17
Help lines 11 48 5 22 7 30
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Carers demonstrated unmet needs, on average, on one-fifth (19 per cent) of 
the items in the area of support from other people/organisations (Table 2). The area 
where most carers expressed an unmet needs was in relation to the support received 
from health professionals. Many carers indicated that they do not require support 
from help lines and social workers, amongst others.
Table 2
Carers ’ Needs in the Area o f Support From Other People/Organisations
Person/organisation Met needs Unmet needs No needs N/A
N % N % N % N %
Health professionals 11 48 10 44 2 8 0 0
GP 5 22 10 43 8 35 0 0
Partner/close friend 15 66 5 22 2 8 1 4
Social worker 1 4 5 22 16 70 1 4
Extended family 8 35 4 17 11 48 0 0
Friends 9 39 4 17 10 44 0 0
BEAT 9 39 4 17 10 44 0 0
Employer 6 26 3 13 10 44 4 17
Immediate family 17 74 2 9 4 17 0 0
Work colleagues 7 31 1 4 11 48 4 17
Help lines 6 26 1 4 16 70 0 0
On average carers’ demonstrated unmet needs in over one-third (38 per cent) 
of the items in the area of support for self (Table 3). The highest number of unmet 
needs was found in relation to meeting someone who has recovered from an eating 
disorder. Many carers also expressed an unmet need in the area of support with 
mealtimes.
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Table 3
Carers ’ Needs in the Area o f Support for Self
Type of support Met needs Unmet needs No needs
N % N % N %
Meet someone who has recovered 2 9 12 52 9 39
Support with mealtimes 5 22 11 48 7 30
Contact someone in similar situation 1 4 8 35 14 61
Professional support for self 7 30 7 30 9 40
Tell person caring for that you need support 9 39 6 26 8 35
Carers indicated that they would like help in over half (55 per cent) of the 
areas listed (Table 4). They expressed a desire for help in a number of practical areas, 
including what to do if the person they are caring for deteriorates, information about 
prognosis, coping strategies, and what to do in the case of over-exercise. Many carers 
also reported that they would like help dealing with mealtimes emotionally.
Four carers had attended the EDS monthly open drop-in support sessions. All 
indicated that they were somewhat satisfied with the group, and two reported that the 
group had somewhat increased their understanding of eating disorders. Three carers 
reported being satisfied with the explanation and manners of the professionals in the 
group and found it useful to share their experiences with other carers. The resources 
recommended in the group were found somewhat helpful by two carers, and two said 
they would like the group to run more frequently.
Three carers had been offered a Carer’s Needs Assessment by the Trust. Two 
carers did not take up the offer so were unable to offer feedback. The one person who 
did undertake the assessment fed back that it did not provide an accurate reflection of 
their needs, their identified needs were not followed up and implemented, and overall 
it had not been helpful. They also commented that they found it “a waste of time”.
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Table 4
Areas Where Carers Might Like Help
Area Help wanted Not wanted N/A
N % N % N %
What to do if person gets worse 19 83 4 17 0 0
Knowledge about prognosis 17 74 5 22 1 4
Dealing with mealtimes emotionally 17 74 4 17 2 8
Coping strategies for self 16 70 5 22 2 8
What to do if person over-exercises 15 65 6 26 2 8
What to do if person is socially isolated 14 61 1 4 8 35
What to do if person refuses to eat 13 57 1 4 9 39
Dealing with mealtimes practically 13 57 6 26 4 17
How to communicate better as a family 12 52 8 35 3 13
What to do if person vomits 12 52 3 13 8 35
Planning meals 12 52 6 26 5 22
What to do if person binges 10 44 3 13 10 44
What to do if person refuses to drink 9 39 12 52 2 8
What to do if person self-harms 8 35 3 13 12 52
How to divide time between children 5 22 7 30 11 48
Thematic Analysis
Three main themes emerged from the data: Information, support, and 
involvement.
Information.
The first theme highlighted participants’ desire for more information from the 
service in general, and about various aspects relating to eating disorders.
“What starts Anorexia? Can it ever be cured?”
Some participants’ responses reflected a felt sense of disappointment that the 
service had not delivered the information that they had wanted or expected.
“We only got information that we researched ourselves and then through 
BEAT”
However, more positive experiences were also evident.
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“My daughter’s therapists are available to talk after/during her consultations. 
They are very helpful and happy to answer all my questions”.
Advice and support.
The second theme emphasised the importance participants’ place on receiving 
advice and support to help them cope with their caring duties. Two sub-themes were 
identified: Coping strategies and support groups.
Coping strategies.
A clear emphasis was placed on the value of receiving practical advice and 
support in the form of coping strategies. Participants’ commented that this support 
would be valued not just for them as carers, but also for the wider family.
“I would value some support in the form of practical knowledge in how to 
deal with at times a difficult situation”
“More 1 to 1 advice as a ‘carer’, and some support for the rest of the family” 
Support groups.
Participants’ spoke about support groups, and many expressed difficulty in 
attending the EDS monthly drop-in sessions due to factors such as distance and 
employment.
“I was unable to attend such sessions because I live far away...”
“For working parents, it is impossible to attend the ‘drop-in’ sessions” 
Involvement.
The final theme emphasised participants’ desire for increased involvement 
with the service and with the treatment of the person they care for. Disappointment/ 
frustration was evident in some cases.
“Please remember to involve the carer into the plan of recovery for the 
patient, we are so important to that recovery and need respect and 
involvement too”
“We would like more opportunity to work in partnership with EDU/GP to 
help with the eating disorder rather than allowing the eating disorder to drive 
a wedge between us...”
Discussion
The findings from this evaluation suggest that carers of the EDS service users 
have many unmet needs. In particular, carers expressed a need for practical help in 
dealing with the eating disorder, including coping strategies, treatment options and
74
plans, and prognosis. Support with mealtimes was also frequently requested. This 
desire for pragmatic coping strategies is very much in line with the findings of Haigh 
and Treasure (2003) and Graap et al. (2008).
The carers appeared to attach a high value to meeting people who have 
recovered from an eating disorder and hearing about ‘success stories’. Again, this 
theme emerged in the findings of Haigh and Treasure (2003), who described it as 
evidencing the carers’ “need for remoralization”. Also in line with Haigh and 
Treasure (2003), carers indicated dissatisfaction with the support they have received 
from health professionals including GPs.
Only four carers (17 per cent) had attended the drop-in support sessions 
offered by the EDS. This seems at odds with expressed desires for more support, 
although examination of qualitative feedback revealed that barriers such as distance 
and time make such sessions inaccessible to many carers. However, those carers who 
had attended the group were generally somewhat satisfied with it.
Only three carers (13 per cent) had been offered a Carer’s Needs Assessment. 
Similar findings were revealed in a survey by Beat (2008), where only 8% of 
families of patients with eating disorders had been offered a Carers Assessment. The 
one carer in the current evaluation who undertook the assessment indicated 
dissatisfaction with the process and outcome.
In terms of clinical implications, the findings of this evaluation indicate that 
practical information, and coping strategies in particular, would be most valued by 
carers. Increased involvement was also requested. Perhaps carers could be invited to 
take part in a focus group to facilitate the development of a “carer’s guide” including 
‘success stories’ of recovery from an eating disorder, and information on recovery 
and prognosis. Another interesting option may be the use of a DVD training program 
for carers. Sepulveda, Lopez, Macdonald and Treasure (2008) transferred the content 
and skills from “the Maudsley eating disorder collaborative care skills workshops” 
(Sepulveda, Lopez, Todd, Whitaker & Treasure, 2008) onto a series of DVDs. 
Results from a pilot study indicate that this DVD training program was found to be 
highly acceptable and useful by carers, who also reported that the DVDs helped to 
reduce their stress levels (Sepulveda, Lopez, Macdonald, & Treasure, 2008). Of 
course, the feasibility of the EDS using such a method depends on the availability 
and cost of such DVDs.
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With regards to carers’ dissatisfaction with the support they have received 
from health professionals, it would be valuable to gain more information here. This 
may be another issue that could be raised in a focus group, to glean information 
about carers’ desires and expectations for support from health professionals. In terms 
of GPs, there may be a place for the EDS to become involved, perhaps in 
disseminating knowledge, resources and information to local GP Surgeries.
The issue of the accessibility of the EDS drop-in support sessions also 
requires further consideration. Carers expressed a desire for such supports, however 
location and timing may need to be altered to make them feasible for carers to utilise. 
This may mean expanding the availability of this group to another hub, and 
considering moving it to after 5pm to allow working carers to attend.
Only a very small minority of carers had been offered a Carer’s Needs 
Assessment. This indicates that some work may be required within the EDS in terms 
of educating staff members about these assessments and increasing the frequency 
with which they are offered. Changes in the way these assessments are ‘marketed’ to 
carers may also prove useful, in terms of increasing their uptake.
Reflecting on strengths and weaknesses, it is considered a strength that the 
wishes of current service users were respected by seeking their consent to contact 
their carers. However there may he a sampling bias in that only those carers who 
were nominated by service users were open for inclusion in this evaluation. A self­
selection bias may be another difficulty, as the evaluation may have captured only 
those carers highly motivated to respond, who may differ in opinion or various other 
traits to those who did not respond. Furthermore, the sample was small. The measure 
used gathered useftil and very relevant information in relation to the EDS, although it 
has not been validated. Finally, the use of mixed methods was felt to facilitate a 
deeper understanding of the issues in question, and qualitative analysis enriched the 
data.
The results and recommendations of this evaluation are due to be fed back to 
the service at a team meeting on 17^  ^August 2011. This will hopefully allow further 
discussion and consideration of potential areas of service improvement.
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Appendix 1: Approval from Clinical Audit Department
Surrey and Borders Partnership W j
NHS Foundation Trust
Principal Clinical Psychologist 
Eating Disorders Services
1®* March 2011
Dear Dr
Re: Audit Registration Form: AU/003/03/2011 -  An Evaluation of Carer’s  
Satisfaction -  Eating D isorders Services
Thank you for your Audit Registration form for An Evaluation of Carer’s  
Satisfaction -  Eating D isorders Services, dated March 2011. You have 
been assigned the following number AU/003/03/2011, which must be used 
on all Trust reporting forms. I have looked through your audit registration 
form and/or audit proforma that has been completed in full. Please proceed 
with your audit project according to the timescales given. If you require the 
audit managers to look at your data collection tool please forward this to us 
for comment.
Once you have completed the data collection please write up a report or 
complete an audit summary form and send the audit department copies.
All audit forms can be down loaded from the Clinical audit part of the Trust 
extranet - (click on this link) -
http://nww.sabo.nhs.uk/Drofessions/nursina/healthcarestandards/clinicalaudit/
Please feel free to contact the Audit Manager, Email:
 .......   _  . ‘ if you require advice on any area of
your project.
Yours sincerely
% ■
For and on behalf of the Clinical Audit Department
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Appendix 2: Service User Mail Shot Pack
DATE
NAME
ADDRESS
Dear NAME,
PLEASE HELP US BY SUPPORTING OUR CARERS’ SATISFACTION
EVALUATION
The Eating Disorders Service is always looking for ways to further develop and 
improve the quality and range of services we offer. One of the ways that we do this 
is to directly seek the views of people who use our services and their families, 
friends and any other people who are closely involved in supporting them. We call 
these people ‘carers’. By 'carer' we mean anyone who provides help and support to 
someone with an eating disorder. Some carers do not call themselves carers but 
see themselves as a wife or husband, mother or father, partner, grandparent, child, 
friend or neighbour.
One of the things we are currently interested in is obtaining the views of the people 
involved in supporting you. In this respect, we are now in the process of evaluating 
how satisfied carers are with the supports we offer them. Your treatment and 
wellbeing, however, of course remains our primary concern. As such, we wish to 
ensure that whilst seeking the views of your carer, we also continue to respect your 
preferences with regards to confidentiality and information sharing. We are therefore 
writing to you to ask if you would be willing for us to contact the person you identify 
as your carer to invite them to participate in this evaluation. The aims of the 
evaluation are to determine whether we are meeting the needs of carers and to 
identify any areas where it is felt we might be able to further improve our service 
provision. We would hope that in turn, you would also benefit from the outcomes of 
this evaluation.
I enclose an information sheet, which explains more about the study, and a consent 
form for you to sign if you are happy for us to make contact with your identified carer 
for the purposes of this study. If you choose to give consent, there is an additional 
form for you to fill in to provide us with the name and address of your nominated 
carer. An early response, if at all possible, would be appreciated, as the planned 
completion date for the evaluation is May/June. If there is any part of the study you 
are unsure about or if you would like to talk through the details of the study further 
before making a decision, please contact us on 01372 204001.
Your sincerely.
Trainee Clinical Psychologist Chartered Principal Clinical Psychologist
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SERVICE USER INFORMATION SHEET-April 2011
Research Lead: Chartered Principal Clinical Psychologist
How do I decide whether or not to provide consent for you to contact my carer to 
take part in the study?
Before you decide, it is important for you to understand what providing consent for 
us to contact your carer to take part in the evaluation will involve. Please take time 
to read the following information carefully, and discuss it with friends or family if you 
wish. Please also feel free to contact us on the number provided if there is anything 
that is not clear or if you would like more information. Take time to decide whether or 
not you wish to provide consent before returning the completed consent form, and 
carer details form.
Why have I  been chosen?
We are seeking consent from all of our current service users, to approach their 
carers to ask if they would like to take part in this study.
Do I  have to provide consent for you to contact my carer?
You do not have to provide consent. If you do not provide consent, it will have no 
impact on the treatment that you will be offered.
What will happen to me if  I  provide consent for you to contact my carer?
You are asked to read and sign the enclosed consent form and provide us with the 
name and address of your nominated carer. Once completed, these forms can be 
returned by post in the envelope provided. A copy of the consent form is also 
provided for your own records. It should take no longer than five minutes to 
complete all of the forms.
Once your completed consent form and carer details form have been received, we 
will make contact with your carer to ask them to participate in the evaluation. Your 
carer can then decide whether they wish to take part in the evaluation. If they do 
decide to take part, they will be asked to fill in a brief questionnaire relating to their 
experiences and satisfaction with the supports they may have received from our 
service and other relevant organisations.
What it I  choose not to provide consent for you to contact my carer?
If it is your preference not to provide consent, and if you do not wish to receive any 
mail shot reminders, please return the enclosed consent form indicating this choice.
What are the possible disadvantages and risks o f providing consent for you to contact my 
carer?
There are no known risks involved in providing consent for us to contact your carer.
What are the possible benefits ofprovidins consent for you to contact my carer?
We anticipate that if they choose to take part in the evaluation, the information your 
carer may provide us with will enable us to further improve the supports available to 
the carers of our current and future service users. In this respect, we hope that 
carers’ experience of the service will further develop as a containing, positive 
experience, which we believe will also improve the outcomes for our service users.
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What i f  somethins soes wrouQ?
It is highly unlikely that the methods being used in this study will have any harmful 
effects. Regardless of this, if you wish to complain about any aspect of the way that 
you have been approached or treated during the course of this study, the normal 
NHS complaints mechanisms will be available to you.
Will I  and mv carer takins part in the study be kept confidential?
All information collected from you and your carer during the course of the evaluation 
will be kept entirely confidential. Your consent form will be separated from your carer 
details form so that any possible information obtained from your carer cannot be 
linked to you. If your carer decides to take part in the study, their consent forms will 
be separated from their questionnaires, and the consent forms and questionnaires 
will then be held in separate locked filing cabinets, so that the questionnaires will 
themselves remain completely anonymous.
What will happen to the results o f  the study?
The results of the study will be written up in a report for the Trust-wide Eating 
Disorders Steering Group. A copy of this report will also be circulated to relevant 
staff members and will be presented to our Service Commissioners. It is also 
possible that the findings will be submitted for publication in peer-reviewed journals. 
Neither you nor your carer will be identified in any report or publication. If you should 
wish, then you will be sent a brief summary of the findings at the end of the study.
Who has reyierwed the study?
This study has been reviewed and approved by the Trust’s Audit Department.
With many thanks for your time.
Yours sincerely.
Trainee Clinical Psychologist Chartered Principal Clinical Psychologist
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CONSENT FORM
EATING DISORDERS SERVICE CARERS’ SATISFACTION EVALUATION
Please initial below
1. I confirm that I have read and understand the Information Sheet dated April 
2011 for the above study, and have had the opportunity to ask questions.
2. I confirm that I am happy for my carer to take part in the Carers’ Satisfaction 
Evaluation.
a) I wish to receive a short summary of the evaluation findings once 
these are available
b) I do not wish to receive a short summary of the evaluation findings
OR
3. I do not have anyone I consider to be a carer/l do not wish for my carer to 
participate in the Carers’ Satisfaction Evaluation at this time
Name of service user Date Signature
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DETAILS OF NOMINATED CARER
EATING DISORDERS SERVICE CARERS' SATISFACTION EVALUATION
Please enter the name and address of the carer you have provided consent for us to 
contact below.
Carer’s Name:
Carer’s Address:
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Appendix 3: Carer Mail Shot Pack
DATE
NAME
ADDRESS
Dear NAME,
INVITATION TO PARTICIPATE IN OUR CARERS’ SATISFACTION EVALUATION
The Eating Disorders Service is always looking for ways to further develop and 
improve the quality and range of services we offer. One of the ways that we do this 
is to directly seek the views of people who use our services and their families, 
friends and any other people who are closely involved in supporting them. We call 
these people ‘carers’. By 'carer' we mean anyone who provides help and support to 
someone with an eating disorder. Some carers do not call themselves carers but 
see themselves as a wife or husband, mother or father, partner, grandparent, child, 
friend or neighbour. You might be older or younger than the person you support, you 
might see them every day or less often, and you may or may not live with them.
I am now writing to you to try to obtain the views of those closely involved in 
supporting our current service users. In this respect, we are now in the process of 
evaluating how satisfied carers are with the supports we offer them. We believe that 
by improving the supports for carers, this will hopefully optimise the care giving 
experience and reduce any negative experiences/burden associated with such a 
caring role. We would also hope that in turn, this will benefit our service users.
I enclose an information sheet which explains more about the study, a consent form 
for you to sign if you are happy to take part, and also a copy of the Carers’ 
Satisfaction Questionnaire for you to complete if you wish to do so. Please return 
the consent form and the questionnaire, if completed, in the stamped addressed 
envelope provided. An early response, if at all possible, would be much appreciated, 
as the planned completion date for the evaluation is May/June. If you do decide to 
take part in the study and find that completing the questionnaire gives rise to any 
particular concerns, please also find enclosed a list of additional supports available 
to you. If there is any part of the study you are unsure about or if you would like to 
talk through the details of the study further before making a decision, please contact 
us on 01372 204001.
Yours sincerely.
Trainee Clinical Psychologist Chartered Principal Clinical Psychologist
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PARTICIPANT INFORMATION SHEET-April 2011
Research Lead: Chartered Principal Clinical Psychologist
How do I decide whether or not to participate in the evaluation?
Before you decide, it is important for you to understand what participation in the 
evaluation will involve. Please take time to read the following information carefully, 
and discuss it with friends or family if you wish. Please also feel free to contact us on 
the number provided if there is anything that is not clear or if you would like more 
information. Take time to decide whether or not you wish to take part before 
returning the completed consent form, and the questionnaire if applicable.
fV/iy have I  been chosen?
We have sought consent from all of our current service users, to approach their 
carers to ask if they would like to take part in this study. We are contacting you as 
the person you care for has nominated you as their carer, and has consented to 
allow us to contact you for the purposes of this study.
Do /  ro raAe par/?
You do not have to take part. If you do not take part, it will have no impact on the 
treatment that the person you care for will be offered.
wf// Aoppg» fo 7»g
You are asked to read and sign the enclosed consent form, and to complete the 
enclosed questionnaire, which asks for your views on the supports you may have 
received from us and other organisations.
Once completed, the consent form and questionnaires can be returned by post in 
the envelope provided. A copy of the consent form is also provided for your own 
records. It should take no longer than fifteen minutes to complete all of the forms.
/r /  c/zoo ro ro
If it is your preference not to take part, and if you do not wish to receive any mail 
shot reminders, please return the enclosed consent form indicating this choice.
There are no known risks in taking part in this study. It is possible though that you 
might find participation leads you to reflect on your experiences of caring for a 
person with an eating disorder. As such, it is possible that completing the 
questionnaires may cause you some uneasy feelings. If this is the case, then you 
are encouraged to access the list of suitable supports which is attached for your 
information.
What are the possible benefits o f  taking part?
We anticipate that the information you provide us with will enable us to further 
improve the supports available to the carers of our current and future service users. 
In this respect, we hope that carers’ experience of the service will further develop as 
a containing, positive experience, which we believe will also improve the outcomes 
for our service users.
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It is highly unlikely that the methods being used in this study will have any harmful 
effects. Regardless of this, if you wish to complain about any aspect of the way that 
you have been approached or treated during the course of this study, the normal 
NHS complaints mechanisms will be available to you.
Will mv taking part in the study be kept con fidential?
All information collected about you during the course of the evaluation will be kept 
entirely confidential. The consent forms will be separated from the questionnaires, 
and the consent forms and questionnaires will then be held in separate locked filing 
cabinets, so that the questionnaires will themselves remain completely anonymous.
The results of the study will be written up in a report for the Trust-wide Eating 
Disorders Steering Group. A copy of this report will also be circulated to relevant 
staff members and will be presented to our Service Commissioners. It is also 
possible that the findings will be submitted for publication in peer-reviewed journals. 
You will not be identified in any report or publication. If you should wish, then you 
will be sent a brief summary of the findings at the end of the study.
This study has been reviewed and approved by the Trust’s Audit Department.
With many thanks for your time.
Yours sincerely.
Trainee Clinical Psychologist Chartered Principal Clinical Psychologist
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CONSENT FORM
EATING DISORDERS SERVICE CARERS' SATISFACTION EVALUATION
Please initial below
4. I confirm that I have read and understand the information Sheet Dated 
March 2011 for the above study, and have had the opportunity to ask 
questions.
5. I understand that my participation is voluntary, and that I am free to withdraw 
at any time, without giving any reason and without the medical care or legal 
rights of the person 1 care for being affected.
6. I agree to take part in the Carers’ Satisfaction Evaluation.
b) I wish to receive a short summary of the evaluation findings once 
these are available.
b) I do not wish to receive a short summary of the evaluation findings.
OR
7. I do not wish to participate in the Carers’ Satisfaction Evaluation at this time 
and do not wish to receive any mail shot reminders.
Name of participant Date Signature
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Carers’ Satisfaction Questionnaire
This questionnaire is designed to assess the needs that you have as a carer of 
someone with an eating disorder, and how satisfied you have been with any 
supports you have received from our service. As an Adult Service we encourage 
carer involvement, however this depends on the preferences and permissions of the 
service user involved and therefore some items may not be applicable for you. 
Please answer the questionnaire as honestly as you can. If we can find out more 
about the types of needs that carers have and any areas for improvement this will 
help us work to develop services and to address any unmet needs in the future.
1. Information about eating disorders
Please answer the following questions using the responses below:
0 = No I haven’t received enough information and I would like to receive more.
1 = I don’t require information about this area.
2 =  Yes, I have received sufficient information.
Have you received enough information about the following areas?
a) Eating disorders in general 00 01 02
b) Local self-help groups OO 01 02
c) Individual/family support groups 00 01 02
d) Help lines 00 01 02
e) Where to get help and/or advice OO 01 02
f) Counselling/psychotherapy opportunities available to you no 01 02
9) Coping strategies 00 01 02
h) ‘Success stories', i.e. people who have recovered 
from an eating disorder
00 01 02
i) Different treatment options OO 01 02
j) Treatment plan no 01 02
k) How to meet others in the same boat’ 00 01 02
1) What to do/who to contact in the case of a deterioration 
in symptoms
00 01 02
Please give details of any other type(s) of information that you would like to 
receive
2. Support from other people/organisations
Please answer the following questions using the responses below;
0 =  No, but I ’d like to receive more support
1 = I don’t require support from this person/organisation
2 = Yes, I have received enough support
Have you received a sufficient amount of support from the following people/ 
associations?
a) Partner/close friend □0 01 02
b) immediate family DO 01 02
c) Extended family 00 01 02
d) Friends OO 01 02
e) Employer 00 01 02
f) Work colleagues 00 01 02
g) Health professionals OO 01 02
h) GP 00 01 02
i) Social worker OO 01 02
j) BEAT (formerly known as the Eating Disorders Association) OO 01 02
k) Helpline 00 01 02
Have you received valuable support from anyone else? 
If yes, who else have you received support from?
OYes ONo
Please give details below of anyone else that you would like to receive 
support from other than the people/organisations mentioned above
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OO []1 02
OO i]1 02
00 []1 02
00 []1 02
OO []1 02
3. Support for yourself
Please answer the following questions using the responses below:
0 =  No, but I would like to have been able to
1 =  No, but I don’t mind
2 = Yes
Have you been able to:
a) Seek professional support for yourself?
b) Tell the person you are caring for that you need support?
c) Contact someone else in a similar situation, so that you can 
offer each other support ?
d) Meet any people who have recovered from an eating disorder?
e) Seek support with mealtimes (e.g. advice on how to approach 
how to bring the family back together at mealtimes etc)?
4. Areas where you might like help 
Would you like help with any of the following:
a) Planning meals with the person that you care for
b) Dealing with mealtimes practically (eg portion size)
c) Dealing with mealtimes emotionally (eg how to cope with 
the feeling that eating causes in the person you care for)
d) Coping strategies for yourself
e) What to do if you think the person you care for starts 
to get worse
f) What to do if the person you care for refuses to eat
g) What to do if the person you care for refuses to drink
h) What to do if the person you care for vomits after eating
i) What to do if the person you care for binges
j) What to do if the person you care for deliberately hurts
them self (e.g. by cutting or burning themselves) 
k) What to do if the person you care for is socially isolated or 
withdrawn
I) What to do if the person you care for over-exercises 
m) How to communicate better as a family 
n) How to divide your time between the person you care for 
and your other children
o) Knowledge about the prognosis of the person you care 
for and her/his likely expectations
Are there any other aspects of caring for someone with an eating disorder that 
you would like help with?
0 Yes □ No 0 N/A
0 Yes □ No □ N/A
0 Yes □ No n N/A
0 Yes 0 No □ N/A
0 Yes □ No □ N/A
□ Yes 0 No □ N/A
□ Yes □ No □ N/A
0 Yes 0 No □ N/A
0 Yes □ No 0 N/A
0 Yes 0 No 0 N/A
□ Yes □ No □ N/A
0 Yes □ No 0 N/A
0 Yes □ No □ N/A
0 Yes 0 No 0 N/A
□ Yes □ No □ N/A
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5. The Trust Eating Disorders Service carers support group
Have you attended any of the monthly open drop-in support 
sessions for carers at the Landsdown Unit, Farnham Hospital?
If your answer is no, please move straight to question 6
If your answer is yes, please answer the following questions:
n Yes □ No
a)
b)
c)
d)
e)
f)
g)
h)
Has attending the support group helped to 
increase your understanding of eating disorders?
Has the group helped to increase your 
understanding about the particular situation 
experienced by yourself and your relative/partner 
affected by an eating disorder?
Did you find the initiative of inviting a recovered 
service user to provide feedback about their 
recovery journey useful?
Were you satisfied with the explanation and 
manners of the professionals involved?
Would you have liked the group to run more 
frequently?
Were any of the self-help or voluntary sector 
resources recommended in the group helpful?
Was it useful to share experiences with other carers? 
Were you satisfied with the group experiences 
as a whole?
□ Yes n Somewhat n No
□ Yes □ Somewhat n No
□ Yes n Somewhat n No
□ Yes □ Somewhat n No
□ Yes □ Possibly n No
□ Yes □ Somewhat □ No
□ Yes □ Somewhat □ No 
n Yes n Somewhat □ No
Please use the space below to give any further comments or feedback about 
the carer’s support group.
6. The Trust Carer’s Needs Assessment
Have you been offered a Carer’s Needs Assessment by the Trust? □ Yes □ No
If your answer to this question is no, please move straight to the end of the 
questionnaire
If your answer to this question is yes, please answer the following questions:
a) Do you feel the Carer’s Needs Assessment helped to n Yes n Somewhat n No 
provide an accurate reflection of your needs in caring
for your relative/partner who has an eating disorder?
b) Did you find making your Carer’s Plan helpful?
c) Were the identified needs in your Carer’s Plan 
followed up and implemented?
d) Overall, do you feel your Carer’s Needs Assessment n Yes n Somewhat f l No 
has helped to improve your coping and wellbeing?
n Yes n Somewhat n No 
n Yes n Somewhat n No
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Please use the space below to give any further comments or feedback about 
the Carer’s Needs Assessment.
Thank you for taking the time to complete this questionnaire.
Please use the space below to give any comments you have about this 
questionnaire, or any suggestions you may have regarding areas of need that are 
important to you but that have not been addressed by any of the above questions.
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ADDITIONAL SUPPORTS AVAILABLE
Beat (formerly known as the Eating Disorders Association):08456 341414 
Carer support groups available in Woking, Surbiton and London
www.b-eat.co.uk
Carers Information Evenings: Informal talks and question and answer 
sessions led by professionals to help carers learn more about mental illness, 
its treatment and mental health services. There is no need to book please 
just come along
http://www.sabp.nhs.uk/serviceusers-carers/events
Local Rethink Carer Support Services: Pam Sedgwick: 01483 415950 
Diane Luck: 01737 277757 
Chris Todd: 01483 451020 
Lynne Dossetter: 01483 724244
www.rethink.org/living_with_mentalJllness/caring/help_for_carers/index.html
East Surrey Carers Support Association 01883 745057
(covering Tandridge, Redhill, Reigate and Horley):
www.escsa.org.uk
NHS Direct:
www.nhsdirect.nhs.uk
Sane Line:
www.sane.org.uk
Samaritans:
www.samaritans.org
0845 46 47
08457 678 000
08457 909 090
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SERVICE RELATED RESEARCH PROJECT: 
Evidence of Feedback to the Service
Year 1
September 2011
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From: Caroline Foster 
Sent: 29 September 2011 10:33 
To: Kay Chick 
Subject: SRRP
Dear Kay,
I would like to thank you for kindly presenting the results of your Service Related Research 
Project at our Adult EDS Trust-wide Academic Meeting on the 17*^  August 2011. This 
project, which was an evaluation of Carers’ Satisfaction with the supports provided by our 
service, was very well received. Your presentation was articulate and well pitched, and you 
sensitively handled the delivery of the feedback. Clear actions have also helpfully been 
derived from the project which will enable us to further improve our service provision.
With many thanks once again for your kind assistance.
Best wishes,
Caroline
Dr Caroline Foster
Chartered Principal Clinical Psychologist
Eating Disorders Service
Loughta House
Horton Lane
Epsom
Surrey
KT19 8NX
Tel: (01372) 204001
Fax: (01372) 204002
DISCLAIMER: This file and any files transmitted with it are confidential and intended solely 
for the use of the individual or entity to which they are addressed. Any views or opinions 
expressed are those of the author and do not represent the views of the Organisation unless 
otherwise explicitly stated. The information contained in this email may be subject to public 
disclosure under the Freedom of Information Act 2000. Unless the information is legally 
exempt from disclosure the confidentiality of this email and your reply cannot be guaranteed.
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QUALITATIVE RESEARCH PROJECT ABSTRACT:
An exploration of public understandings of “recovery” in mental health
Year 1
May 2011
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Introduction: Despite growing interest in the recovery approach, differing 
understandings of its meaning remain. Efforts have been made to clearly define 
recovery and how it can be applied in practice, but the view of the public remains 
relatively uninvestigated. Meehan, King, Beavis and Robinson (2009) suggest that 
there is a risk of the public rejecting the recovery approach if their understanding is 
not developed, since recovery-oriented practice increases public exposure to service 
users and therefore highlights public expectations and anxieties. The aim of this 
research was to explore public understandings of “recovery” in mental health. 
Method: Face-to-face semi-structured interviews were conducted to elicit 
participants’ narratives across three broad areas: understanding of mental health, 
understanding and attitudes towards recovery, and understanding of mental health 
services. Participants comprised two males and one female, and were aged between 
21-51 years old.
Analysis: The data was analysed using thematic analysis, following guidelines 
developed by Braun and Clarke (2006). The process of interpretation involved both 
independent and consensual analysis of the data, with multiple researchers bringing 
various insights. Rigorous analysis within this research was enhanced due to 
transparency, confirmability, grounding findings in the data and self-refiexivity. 
Results: From the analysis, we identified that public understandings of recovery 
were an interplay of three major themes: the illness, the individual, and the role of 
others. Within the first master theme of The illness’, two major sub-themes were 
identified: the nature of mental health and the nature of recovery. The second master 
theme focused on the individual’s role in recovery, which reflected their 
responsibility in the change process. The third theme of ‘the role of others’ had three 
major sub-themes: the role of family, the role of society and the role of services. 
Discussion: Findings highlight the importance of improving service users’, families 
and carers’ satisfaction with services, which may in turn improve public perceptions. 
Education and campaigns may be ways of achieving this. The findings were 
considered in light of the strengths and limitations of the research.
97
RESEARCH LOG
Year 3
July 2013
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1 Formulating and testing hypotheses and research questions X
2 Carrying out a structured literature search using information technology 
and literature search tools
X
3 Critically reviewing relevant literature and evaluating research methods X
4 Formulating specific research questions X
5 Writing brief research proposals X
6 Writing detailed research proposals/protocols X
7 Considering issues related to ethical practice in research, including issues 
of diversity, and structuring plans accordingly
X
8 Obtaining approval firom a research ethics committee X
9 Obtaining appropriate supervision for research X
10 Obtaining appropriate collaboration for research X
11 Collecting data fi*om research participants X
12 Choosing appropriate design for research questions X
13 Writing patient information and consent forms X
14 Devising and administering questionnaires X
15 Negotiating access to study participants in applied NHS settings X
16 Setting up a data file X
17 Conducting statistical data analysis using SPSS X
18 Choosing appropriate statistical analyses X
19 Preparing quantitative data for analysis X
20 Choosing appropriate quantitative data analysis X
21 Summarising results in figures and tables X
22 Conducting semi-structured interviews X
23 Transcribing and analysing interview data using qualitative methods X
24 Choosing appropriate qualitative analyses X
25 Interpreting results firom quantitative and qualitative data analysis X
26 Presenting research findings in a variety of contexts X
27 Producing a written report on a research project X
28 Defending own research decisions and analyses X
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
X
30 Applying research findings to clinical practice X
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MAJOR RESEARCH PROJECT:
An Investigation into the Relationship Between Interrogative Suggestibility, 
Compliance and Personality Disorders
Year 3
October 2013
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Abstract
Objective: The constructs of interrogative suggestibility (IS) and compliance are 
particularly relevant within forensic settings where they may compromise the 
reliability of testimony. Both constructs may be influenced by individual difference 
factors such as personality, anxiety, self-esteem, memory and intelligence. This was 
one of very few studies to investigate the relationship between IS and personality 
disorders (PDs) and PD traits. In a replication and expansion of a study by 
Gudjonsson and Main (2008), the relationship between compliance and PD/PD traits 
was also explored.
Design: This study adopted a cross-sectional, correlational design. Participants 
completed measures of PD, IS, compliance, estimated IQ, anxiety and self-esteem 
during a single testing session.
Participants: Eighty-seven participants with a history of substance misuse and/or 
homelessness were recruited from charities/voluntary sector organisations across the 
south of England.
Results: Contrary to the hypotheses, no positive correlations were found between IS 
and any PDs investigated. However, negative relationships were observed between 
IS and several PDs/PD traits and clinical syndromes; this may be due to elements of 
paranoia, suspicion and distrust of others, which are antithetical to IS. Regarding 
compliance, this study largely replicated the results of Gudjonsson and Main (2008), 
finding positive correlations between compliance and various PDs/PD traits, and 
Cluster C PDs in particular. The possibility that the key link with compliance and 
these PDs was through anxiety and low self-esteem was explored using mediation 
analysis. Although both constructs were partial mediators, a significant proportion of 
the variance remains unexplained.
Conclusions/Implications: It would appear that the key components of compliance 
are more related to PDs/PD traits than those of IS. Important implications have been 
outlined, including with regards to the potential vulnerability of individuals with 
certain personality styles/clinical syndromes and the corroboration of evidence 
regarding high compliance scores. Ideas for further research have been proposed.
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1. Introduction
The original theory of suggestibility was developed in the nineteenth century 
as a means of explaining hypnotic phenomena (described in Gudjonsson, 2003). 
There has since been much advancement in the field of suggestibility, in terms of 
theory, research, and implications for practitioners and those working in forensic 
settings.
The basic constructs of suggestion and suggestibility are viewed as related 
but independent, with suggestibility typically resulting fi*om suggestion (Ridley, 
2013). A suggestion is viewed as an influential communication that may elicit a 
reaction from the individual at whom it is directed (Gudjonsson, 2003, 2010), 
whereas suggestibility is viewed as the individual’s susceptibility to respond in a 
particular way to suggestions. This susceptibility may be influenced by factors 
including the nature and context of the suggestion, the individual’s interpretation of 
it, and the personality characteristics, cognitive attributes and coping strategies of the 
individual (Gudjonsson, 2003).
It is argued that interrogative suggestibility (IS) is a specific type of 
suggestibility that occurs in circumstances where inappropriate questioning is used in 
conjunction with pressure, as applied by either negative feedback and/or the use of 
coercive interrogation (Ridley, 2013). One school of thought views IS as a trait of the 
individual, and a body of research has been generated, investigating various 
individual difference factors that may influence levels of IS. Amongst these factors, 
intelligence, memory, levels of anxiety, self-esteem and other personality traits have 
been considered.
However, few studies have explored the relationship between personality 
disorders (PDs) or PD traits and IS. This will therefore be the key focus of this thesis. 
This an important area to research, as evidence suggests that PDs are prevalent 
within offender populations (e.g. Singleton, Meltzer & Gatward, 1998); individuals 
with PDs may be more likely to come into contact with police interrogation 
procedures. Identifying any particular vulnerability of such individuals is vital to 
ensure the reliability of testimony.
1.1 Overview
This thesis will present findings fi*om a study exploring the relationship 
between PDs or PD traits and IS. The relationship between PD/PD traits and
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compliance will also be investigated. Compliance and IS can be thought of as related 
but distinct concepts, and research has demonstrated that both constructs are relevant 
to police interviewing and clinical practice.
This introduction will firstly explore the concept of PDs and the sample used 
before defining IS and considering its real-world applications. The Gudjonsson-Clark 
Theoretical Model of IS (Gudjonsson & Clark, 1986) will be outlined, followed by a 
description of the Gudjonsson Suggestibility Scales (GSS), and associated research. 
The literature reviewed will focus on those individual difference factors associated 
with IS, which are relevant to this study (personality, anxiety, self-esteem, 
intelligence and memory). The second half of the introduction will focus on 
compliance, exploring the relationship between IS and compliance, and again 
considering the research pertaining to those individual difference factors relevant to 
this study. Finally, the aims and hypotheses of this study will be outlined.
1.2. Personality Disorder (PD)
The definition of PD is debated, although the fourth edition of the Diagnostic 
and Statistical Manual of Mental Disorders (DSM-IV-TR; American Psychiatric 
Association, 2000) states that PD is “an enduring pattern of inner experience and 
behaviour that deviates markedly from the expectations of the individual’s culture, is 
pervasive and inflexible, has an onset in adolescence or early adulthood, is stable 
over time, and leads to distress or impairment” (p.685). The DSM adopts a 
categorical approach to PDs, viewing them as being in clusters or “qualitatively 
distinct categories” (Blackburn, 2000, p.5). However, this approach has been 
criticised for reasons including excessive diagnostic co-occurrence and heterogeneity 
within diagnostic categories, inadequate scientific base, and the lack of clear 
boundary between normality and abnormality (Clark, 2007; Trull & Durret, 2005; 
Widiger & Trull, 2007; Zimmerman, 2011). There is a growing body of literature 
supporting an alternative, dimensional approach, whereby PD is viewed as being on 
a continuum. Proponents argue that this approach provides more complete and 
accurate quantitative descriptions of individuals’ difficulties (Sprock, 2003), has a 
good evidence base (Blackburn, 2000), and can address most weaknesses of the 
categorical model (Widiger & Trull, 2007). However, it may be more complex to 
apply in clinical practice. Although the DSM-V retains the categorical approach, an 
alternative hybrid dimensional-categorical model is included in a separate chapter.
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The DSM-V has however moved away from the multiaxial system, which 
described PDs as Axis II disorders, and there is now one single axis comprising all 
mental and other medical diagnoses. Indeed, Axis I and II disorders have repeatedly 
been found to have high rates of co-occurrence, and various reasons for this have 
been suggested including a causal association between disorders, either because of 
shared etiological factors, or because they act as risk factors for each other (Shea et 
al., 2004). Alternatively, dimensional approaches propose that specific 
psychobiological dimensions may underlie Axis I and II disorders (Shea et al., 2004). 
The conceptual, and perhaps also diagnostic overlap between Axis I disorders such 
as anxiety and Axis II PDs such as Cluster C PDs, is an important consideration in 
the research, and should be borne in mind when reviewing the results of the present 
study. For example, if the shared variance between Axis I and II disorders is high 
then this may act as a confounder in any apparent relationship between PDs and 
IS/compliance.
In terms of prevalence, Coid, Yang, Tyrer, Roberts and Ullrich (2006) found 
the weighted prevalence of PDs in Great Britain to be 4.4%, and concluded that PDs 
are common in the community. This broadens the applicability, and potentially the 
generalisability, of results from this study.
This study will use a sample of individuals with a history of substance misuse 
difficulties and/or homelessness. It was felt that such a population was likely to 
provide participants with PDs/PD traits, facilitating the analysis of any relationships 
between PDs/PD traits and IS and compliance. Evidence suggests that PDs and 
substance misuse are commonly co-morbid (e.g. Gordon, 2008), and that PDs are 
highly prevalent amongst substance misusers in treatment settings, amongst others 
(Welch, 2002). There are also well-established relationships between substance 
misuse and anxiety (e.g. Grant, Stinson, Dawson, Chou, Ruan & Pickering, 2004) 
and low self-esteem (e.g. Silverstone & Salsali, 2003). With regards to those who are 
homeless/potentially homeless, unstructured clinical assessments suggest PD rates of 
up to 70% (Fazel et al, 2008). Recent evidence also found that 58% of a population 
of UK street homeless and hostel dwelling adults reached diagnostic levels for PDs 
(Maguire, Johnson, Vostanis, Keats & Remington, 2010). There are strong links 
between substance misuse and homelessness, and these are often overlapping 
populations (Department of Health, Social Services and Public Safety, 2004).
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It was also felt that this population would offer a fuller range of PDs/PD traits 
than specific PD or forensic/offender services, because within forensic settings 
antisocial PD is most prevalent (Alwin et al., 2006), and within non-forensic mental 
healthcare settings borderline PD is most common (Dingfelder, 2004; National 
Collaborating Centre for Mental Health, 2009).
1.3. Interrogative Suggestibility (IS)
1.3.1. Definition. IS has been defined by Gudjonsson and Clark (1986) as 
“The extent to which, within a closed social interaction, people come to accept 
messages communicated during formal questioning, as the result of which their 
subsequent behavioural response is affected” (p.84).
It is proposed that there are two types of IS; 1) susceptibility to leading 
questions; and 2) susceptibility to critical feedback/interrogative pressure 
(Gudjonsson, 1984). Factor analysis has demonstrated that these types of IS seem to 
be relatively independent of each other (Gudjonsson, 2003).
1.3.2. Applications and relevance. It is important to understand why 
certain individuals may be more prone to IS, as this has implications within applied 
forensic settings where IS can result in false statements being given. It is also of 
great importance regarding the practice of police interrogations. Within the criminal 
justice system, witness testimony continues to be an important and influential factor 
in the investigation and prosecution of crimes. However, the ability of a witness to 
provide a full and accurate account may be influenced by a number of issues, 
including psychological vulnerabilities and situational factors such as the methods 
used within the interview to obtain information (Abassi & Hong, 2012). If 
inappropriate interview techniques are employed, there is risk that vulnerable 
individuals may produce unreliable testimony, including false confessions.
Gudjonsson (2003) outlines a number of high profile cases of false confession 
where evidence relating to psychological vulnerabilities such as IS, compliance and 
PD was successfully used to overturn convictions. Indeed, psychologists are 
increasingly being called upon to provide expert testimony, including the assessment 
of IS, to help the courts reach informed decisions in criminal proceedings and avoid 
wrongful convictions (Gudjonsson & MacKeith, 1997). It is clear that the constructs 
of IS and compliance are highly relevant, particularly within forensic settings, and
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gaining a fuller understanding of the influences of key individual difference facets is 
therefore considered a research priority.
1.3.3. The Gudjonsson-Clark theoretical model. Gudjonsson and 
Clark (1986) provide a theoretical framework to explain how vulnerable individuals 
may become suggestible during an interview situation. The model proposes that an 
individual enters an interview situation with a ‘general cognitive set’, or expectations 
about the situation (Gudjonsson, 2003). This is influenced by key factors of the 
situation including uncertainty and expectations of success, and results in the 
individual employing a ‘general coping strategy’ that may lead to a suggestible or 
resistant style of responding.
Gudjonsson and Clark (1986) contend that the individual’s coping style in the 
face of uncertainty and expectations of success is key in determining IS.
Interpersonal trust and feedback are also important. The ‘uncertainty’ aspect refers to 
the individual not being certain of the correct answer(s) to the question(s), which 
may be due to incomplete or absent memory for events. Interpersonal trust is 
relevant here; if an interviewee is suspicious of the interrogator’s intentions and does 
not view the leading questions as plausible/believable, they will be unwilling to 
accept any suggestions offered even if uncertainty is high (Gudjonsson, 2003). 
‘Expectations of success’ refers to whether an individual feels that they must know 
and provide a definite answer, even if they are uncertain. Feedback is also important, 
and negative feedback in particular has been demonstrated to influence interviewees 
into changing their previous answers to questions. It can also heighten interviewees’ 
responsiveness to further leading questions (Gudjonsson, 2003).
There are a number of key hypotheses drawn from the model. Perhaps most 
relevant to this study are:
1) Individuals with a suspicious cognitive set are likely to be less suggestible in an 
interrogation than those with a trusting cognitive set.
2) Individuals with poor memory skills and low intelligence are likely to be more 
suggestible than those with higher cognitive abilities.
3) IS is linked to particular personality variables, such as low self-esteem, anxiety, 
unassertiveness and fear of negative evaluation.
From hypothesis 1), we may postulate that individuals with PDs/PD traits 
characterised by suspiciousness, such as paranoid or schizotypal PDs, would be less
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suggestible. Regarding hypothesis 2), this study includes measures of memory recall 
and intelligence, which are considered to be potentially important control variables. 
This will be discussed later. Finally, hypothesis 3) is the foundation on which this 
study is based. Along with measures of PD, ‘purer’ measures of self-esteem and 
anxiety have been included in this study as they may be important mediating 
variables. The research pertaining to this will be discussed in later sections.
Limitations of the model have been highlighted. Schooler and Loftus (1986) 
suggested that this model could be developed by consideration of ‘discrepancy 
detection’, which explains how people can come to accept and incorporate discrepant 
information into their memory (Gudjonsson, 2003). They contend that discrepancy 
detection can explain key components of the model, although they neglect the 
‘expectations of success’ element. Gudjonsson (2003) accepts the importance of this 
concept, but maintains that rather than relying on just one key component, IS is 
mediated by numerous cognitive and personality variables.
Drake (2010) also highlights that the model does not appear to account for the 
basic underlying psychological mechanisms responsible for differences between 
individuals, in terms of their general cognitive set when entering an interrogative 
situation.
1.3.4. The Gudjonsson suggestibility scales (GSS). Gudjonsson (1984) 
developed a psychometric tool to measure susceptibility to leading questions and 
critical feedback/interrogative pressure. The GSS comprises two forms, the GSSl 
(Gudjonsson, 1984), and a parallel test, the GSS2 (Gudjonsson, 1987). Both require 
participants to listen to a short narrative story; the GSSl has a forensically relevant 
story, whereas the GSS2 does not. Participants are then tested on their immediate 
free-recall. Delayed recall is tested following a 50-minute interval (filled with other 
tasks), and participants are subsequently asked 20 questions in relation to the story,
15 of which are leading. The interviewer then gives the participant negative 
feedback, before repeating the same questions.
The GSS therefore provides a measure of susceptibility to leading questions 
both before and after negative feedback (labelled ‘ Yield 1’ and ‘Yield2’ respectively). 
Vulnerability to negative feedback is gauged by recording whether participants 
change their answers after being told they have made a number of errors (labelled 
‘Shift’). An advantage of the GSS relates to its ability to act as an objective measure
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of IS, therefore avoiding the bias of self-report measures. As the GSS is presented as 
a memory test, this reduces the possibility of malingering (i.e. exaggerating IS for 
some instrumental gain). Indeed, research has found the GSS to be resistant to 
malingering (Hansen, Smeets & Jelicic, 2010).
However, the GSS has been criticised, and it is argued that the verbally 
presented story is considerably different to the multi-sensory (and predominantly 
visual) nature of most incidents upon which human testimony is based (Baxter, 1990; 
Cardone & Dent 1996). The applicability of the GSS to courtroom settings and the 
cross-examination of witnesses and suspects, and the predictive validity of the scale, 
are also not clear (Hill, 2011).
1.3.5. Research utilising the GSS. Previous research has utilised the GSS 
to consider the relationship between IS and a number of key individual difference 
factors. The scope of this thesis does not allow for a fiill discussion of all of these 
factors (see Gudjonsson, 2003 for a comprehensive review), however, the most 
relevant will be critically reviewed below.
Firstly, as personality is a main focus of this study, the relationship between 
IS and personality will be reviewed. Secondly, as we have seen from the 
Gudjonsson-Clark model (1986), anxiety and self-esteem are considered to be 
important variables, and will be included in this study. Therefore, the relationship 
between IS and anxiety and IS and self-esteem will also be reviewed. Finally, as we 
have seen from the hypotheses outlined above (Gudjonsson & Clark, 1986), 
intelligence and memory are viewed as potentially important variables that may 
impact on any findings relating to IS. Measures of memory and estimated 
intelligence are therefore included in this study and the existing research regarding 
these variables will be discussed below.
1.4. Individual Difference Factors Associated with IS
1.4.1. IS and personality. There is research suggesting that personality 
traits may be important in determining how an individual copes with a demanding 
situation like an interrogation
Using measures of the ‘Big Five’ personality traits, Liebman et al. (2002, 
«=98) found that IS on the GSS2 correlated negatively with facets from the 
Extraversion dimension (the activity facet) and the Conscientiousness dimension 
(competence and self-discipline facets) on the Revised NEO Personality Inventory
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(NEO-PI-R; Costa & McCrae, 1992). This suggests that less active individuals and 
those with less belief in their own competence (possibly linked with lower self­
esteem) and less self-discipline were found to be more suggestible. IS was also 
related to the traditionalism scale on the Multidimension Personality Questionnaire 
(MPQ; Telegen, 1982), with more suggestible individuals being less likely to 
question authority (this is a component of compliance, see section 1.5). This study 
used a sample of undergraduate students, which may limit generalisability.
Other evidence from Eisen, Winogard and Qin (2002) suggests that highly 
agreeable individuals are more prone to making errors in response to misleading 
questions than less agreeable individuals, particularly in situations involving high 
levels of social pressure. This fits with the Gudjonsson-Clark (1986) model, as 
agreeable individuals are likely to be more trusting and cooperative. Ward and Loftus 
(1985) also found those who scored highly on levels of introversion, and intuitives 
(individuals who use intuition, and tend to trust more abstract/theoretical 
information) to be more susceptible to misleading post-event information. This may 
relate to lower levels of confidence and self-esteem in introverted individuals. 
However, Trouve and Libkuman (1992) found extraverts to be more susceptible to 
misinformation than introverts. It is important to note that the latter two studies 
utilised an experimental approach to measure IS as opposed to the GSS, which 
makes these findings difficult to interpret and compare.
Gudjonsson (1983) found a small but significant correlation between 
Neuroticism (using the Eysenck Personality Questionnaire, EPQ; Eysenck & 
Eysenck, 1975) and Total Suggestibility (TS) on the GSSl. Nevertheless, conflicting 
results have been found by Haraldsson (1985), Polczyk (2005), and Nurmoja and 
Bachmann (2008). However, these latter three studies used student samples, and 
several employed translated versions of measures, that have not yet been validated. 
Each of the studies also utilised a different personality measure, limiting 
comparability.
1.4.2. IS and anxiety. The relationship between anxiety and IS has been 
extensively researched. Wolfradt and Meyer (1998) compared 37 patients with 
anxiety disorders with a group of 45 normal controls. They found differences 
between the groups, with the patients scoring significantly higher on Yield 1, Shift, 
and TS. When the two groups were combined and analysed as a whole, they also
110
found that both ‘state’ anxiety (temporary heightened emotional state, or situational 
stress) and ‘trait’ anxiety (how anxious a person tends to be on a day to day basis; 
relatively stable) correlated with the GSS2.
Gudjonsson (1988) administered the Spielberger State-Trait Anxiety 
Inventory (STAI; Spielberger, 1983) to 30 normal participants prior to interrogation 
and then after interrogation and negative feedback. State anxiety was significantly 
positively correlated with Yield2 and Shift scores on the GSSl. The second 
administration of the STAI gave rise to consistently higher correlations. From this, 
Gudjonsson (1998) concluded that state anxiety is most clearly related to how 
individuals respond to interrogative pressure as opposed to leading questions alone.
In contrast, using a sample of 161 police detainees, Gudjonsson, Rutter, and 
Clare (1995) found that STAI trait anxiety correlated more consistently with GSS2 
Yield, Shift, and TS than state anxiety. The authors suggested that IQ and ethnic 
differences in their sample might have impacted on the validity of the results, 
possibly explaining why no relationship was found between state anxiety and IS. 
They also highlight the complexity of the relationship between anxiety and IS. Smith 
and Gudjonsson (1995) found significant correlations between state anxiety and 
Yield2, Shift and TS in a sample of 32 forensic inpatients, but only at one-week 
follow-up and not at time 1. The reasons for this are unclear, although the authors 
highlight potential difficulties of using the STAI with particular populations due to 
its complexity.
However, Gudjonsson (2003) identified that the studies by Gudjonsson et al.
(1995), Smith and Gudjonsson (1995) and Wolfradt and Meyer (1998) all 
administered the STAI after immediate recall, but prior to interrogation and negative 
feedback. Anxiety symptoms recorded could not therefore have been connected to 
interrogative pressure. This is potentially very important, because it is the anxiety 
created by the interrogation that is key in relation to state anxiety. In support of this, 
studies measuring state anxiety after negative feedback have yielded positive 
correlations with IS scores (e.g. Gudjonsson, 1988; Smith & Gudjonsson, 1995, cited 
in McGroarty & Thomson, 2012).
After reviewing the body of research regarding IS and anxiety, Gudjonsson 
(2003) argues that state anxiety appears to be more important than trait anxiety in 
terms of the influence on IS.
I l l
1.4.3. IS and self-esteem. Consistent with Gudjonsson and Clark’s (1986) 
theoretical model, several studies have found a negative relationship between self­
esteem and IS, whereby high levels of self-esteem are associated with reduced IS and 
vice versa.
In a study of delinquent boys, Gudjonsson and Singh (1984) found a negative 
correlation between self-esteem as measured by the Cooper-smith Behavior Rating 
Form (BRF, an informant-rated measure; Cooper-smith, 1967), and GSSl Shift.
Another study (Singh & Gudjonsson, 1984) measured IS using the GSSl on 
two separate occasions, one week apart. They found that the correlation between IS 
and self-esteem (measured using Semantic Differential Scales; Osgood, Suci & 
Tannebaum, 1957) was higher on the first occasion, signifying that the impact of 
self-esteem on IS may be greater when the individual is unfamiliar with the 
interrogation procedures. However, repeat exposure to the GSSl may be a 
confounder here. Utilising the same measures, with the addition of the Rotter (1966) 
Locus of Control Scale, Gudjonsson and Lister (1984) found that interviewees who 
perceived themselves to lack competence, power and control in relation to the 
interrogator appeared to be particularly suggestible. There is some consistency here 
with the results of Leibman et al. (2002), whose research is described above in 
relation to personality. It should be noted that the above studies utilised small 
samples (31, 30 and 50 individuals respectively), limiting the power of their findings. 
The studies also used different measures of self-esteem (informant rated versus self- 
rated), which may tap into different aspects of self-esteem; in addition, they used 
participants of different age groups (children versus adults). We know from research 
that younger children are significantly more suggestible than older children and 
adults (Gudjonsson, 2003).
More recent studies have confirmed this relationship between IS and self­
esteem. In an Estonian sample, Nurmoja and Bachmann (2008) found a significant 
negative correlation between Yield2 and Shift on the GSS2, and self-esteem as 
measured by the Estonian version of the Rosenberg Self-Esteem Scale (RSES; 
Pullmann & Allik, 2000). Baxter, Jackson, and Bain (2003), and Bain, Baxter, and 
Fellowes (2004) also found negative relationships between self-esteem and IS.
Again, two of these studies used fairly small samples (61,48 and 100 participants
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respectively), and all used samples of university undergraduate students, which 
reduces the generalisability of their findings.
However, Smith and Gudjonsson (1995) found no significant relationship 
between self-esteem on the RSES and the GSS2 in a sample of 32 forensic inpatients. 
They suggested this might have been due to the poor psychometric properties of the 
Self-Esteem Scale in particular populations. Drake, Bull and Boon (2008) also failed 
to find significant correlations between self-esteem (as measured by the Culture-Free 
Self-Esteem inventory, CFSEI; Battle, 1981) and the GSSl in a random sample of 60 
participants. The authors suggested that interviewees may have overemphasised their 
positive attributes and downplayed their negative attributes on the CFSEI, thus 
obscuring the previously demonstrated significant relationship between self-esteem 
and performance on the GSS.
1.4.4. IS and intelligence. According to Gudjonsson and Clark’s (1986) 
theoretical model, we should expect to find a negative relationship between 
intelligence and IS for two main reasons. Firstly, IS is linked to uncertainty; this is 
dependent on an individual’s memory capacity, which is related to intelligence. 
Secondly, IS is affected by an individual’s ability to manage the uncertainty, 
expectations and pressure of interrogation. Individuals with lower intelligence would 
therefore be expected to be more suggestible, because they have a more limited pool 
of intellectual resources to help them manage in an unfamiliar situation like 
interrogation.
Indeed, a number of studies demonstrate significant, negative correlations 
between IS and intelligence. Gudjonsson (1983) found a negative correlation 
between intelligence, as measured by the Wechsler Adult Intelligence Scale (WAIS; 
Wechsler, 1955), and GSSl Yieldl and Shift scores. Tully and Cahill (1984) 
correlated the GSSl with the Raven’s Coloured Matrices and the Crighton 
Vocabulary Test and found similar results, although Gudjonsson (2003) points out 
that the distribution of IQ scores in their analysis was likely very skewed because 
they combined the results of normal control subjects and people with IQ scores of 50 
or below. Gudjonsson (1990), Sharrock and Gudjonsson, (1993), Gudjonsson, Clare 
and Rutter (1994) and Gudjonsson and Clare (1995) have all found similar results. 
More recent research using the GSS2 also confirms the negative relationship between
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intellectual ability and IS in adults (Pollard, Trowbridge, Slade, Streissguth, 
Laktonen & Townes, 2004; Polczyk, 2005).
However, these findings are not universal. Tata (1983) found no significant 
correlations between the GSSl and the National Adult Reading Test (Nelson, 1982). 
Here, estimated IQ scores ranged between 106 and 125. Indeed, Gudjonsson (2003) 
points out that the relationship between intelligence and IS appears to be influenced 
by range effects, in that significant results are only evident when samples of average 
or below average intelligence are used, or where there are a large range of IQ scores. 
Several studies and reviews support this notion (e.g. Gudjonsson, 1988; Pollard, 
Trowbridge, Slade, Streissguth, Laktonen & Townes, 2004; Bruck & Melnyk, 2004).
Despite evidence of a relationship between intelligence and IS, Gudjonsson 
warns against assuming that individual differences in IS are inevitably mediated by 
differences in intelligence. Gudjonsson (1991) examined differences in IS among 
individuals who claimed to have given a false confession, suspects who had provided 
unretracted confessions, and individuals who had “resisted” interrogation pressures 
but were convicted of a crime. Significant differences in IS were found between 
these groups when controlling for intelligence and memory, indicating the 
importance of IS, regardless of intelligence and memory.
1.4.5. IS and memory. Consistent with Gudjonsson and Clark’s theoretical 
model (1986), a number of studies have found a significant negative correlation 
between IS and scores on memory tests (Gudjonsson, 2003). The model contends 
that if memory of the event is poor, the individual likely experiences higher levels of 
uncertainty, leading to elevated IS. The strength of the correlation is comparable to 
that found for IQ (e.g. Sharrock & Gudjonsson, 1993; Gudjonsson & Clare, 1995), 
and again, there appear to be range effects (Gudjonsson, 1988).
Gudjonsson and Singh (1984) found that memory recall scores on the GSSl 
were negatively correlated with observer-rated suggestibility. A more recent study by 
Polczyk (2005) again found negative correlations between IS and GSS memory 
recall in samples of 148 and 203 Polish students. Similar results were found using 
samples of children (McFarlane, Powell & Dudgeon, 2002; Calicchia &
Santostefano, 2004); and individuals with learning disabilities (Henry & Gudjonsson, 
2003). However, Gudjonsson, Murphy and Clare (2000) found poor correlations 
between IS, IQ, and memory scores in a sample of people with intellectual
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disabilities. The authors suggested that this may be due to range effects, but pointed 
out that even moderate intellectual disabilities do not necessarily render an individual 
particularly vulnerable to suggestion.
1.4.6. Critique of IS research. Overall, when considering the interesting 
findings discussed above, it must be noted that correlational research designs were 
employed meaning that causality cannot be inferred. Furthermore, whilst the GSS is 
an objective assessment tool, the measures used to assess personality, anxiety and 
self-esteem are predominantly based on self-report, leaving them open to bias (see 
‘Discussion’ sections 4.7.2 and 4.9.2.).
1.5. Compliance
1.5.1. Definition. Compliance can be defined as “the tendency of the 
individual to go along with propositions, requests or instructions, for some 
immediate instrumental gain” (Gudjonsson, 2003, p.370).
Gudjonsson (1989) states that compliance is comprised of two major 
components; (1) an eagerness to please and the need to protect one’s self-esteem in 
social interactions; (2) the avoidance of conflict and confrontation and fear of people 
in authority. There is significant overlap here with Milgram’s (1974) concept of 
obedience, defined as the action of an individual “who complies with authority”
(p.l 13). In fact, Milgram’s work provided the theoretical basis for the Gudjonsson 
Compliance Scale (GCS), a 20-item self-report paper and pencil test (Gudjonsson, 
2003). Participants are asked to indicate what their typical behavioural response to 
interpersonal pressure and demands from others would be, using a ‘true’ or ‘false’ 
rating system. This allows the GCS to overcome the problem of compliance being 
potentially tied to a specific situation (Gudjonsson, 2003). Factor analysis of the 
GCS items supports the theoretical framework suggested by Gudjonsson (1997).
1.5.2. Applications and relevance. Alongside the assessment of IS, 
consideration of an individual’s compliance can make an important contribution, 
particularly in cases of disputed confessions (Gudjonsson, 1992; Sigurdsson & 
Gudjonsson, 1996). For example, a type of false confession referred to as “coerced- 
compliant” appears to be more related to compliance than IS (Gudjonsson & 
MacKeith. 1988). In such cases, an individual may claim they were entirely aware 
that they were confessing to things they were innocent of, but contend that they did 
so in order to alleviate the pressure of the situation. Compliance may also be relevant
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to criminal cases where it is argued that an individual was pressured or coerced into 
committing offences by a more forceful accomplice (Gudjonsson, 1989).
1.5.3. Compliance and IS. The main difference between IS and compliance 
pertains to the personal acceptance of the information suggested; whereas IS depends 
on the individual believing the suggested information, compliance does not 
(Richardson & Kelly, 2004). In contrast to a suggestible individual, a compliant 
person will know that their responses are being influenced, and will have made a 
conscious decision to perform the requested behavior, despite not privately agreeing 
with it (Gudjonsson, 1989).
In terms of the relationship between IS and compliance, a study by 
Gudjonsson (1990) found significant positive correlations between GSSl Yieldl, 
Shift and TS scores and GCS scores. Richardson and Kelly (2004) also found a 
relationship between the GSS and GCS in an adolescent forensic sample («=51), 
with a small positive correlation between GCS and TS and a slightly stronger 
correlation between GCS and Yieldl. No significant relationships between GCS and 
Shift scores and GCS and Yield2 scores were found. The authors argue that 
theoretically compliance should influence Yield rather than Shift, as compliant 
individuals are consciously, voluntarily behaving as such in order to achieve an 
immediate instrumental gain. The presence of compliant behaviour should therefore 
not depend on the use of coercion in the form of interpersonal pressure (Shift).
Like the concept of IS, research has shown that an individual’s propensity for 
compliance is associated with a number of factors. Those factors relevant to this 
study (personality, anxiety, self-esteem and intelligence) will now be considered.
1.5.4. Compliance and personality. As with IS, research has found 
relationships between ‘Big Five’ personality factors and compliance. Gudjonsson 
(1989) found the GCS to be related to Neuroticism (trait anxiety), as measured by the 
EPQ (Eysenck &Eysenck, 1975) in a sample of 61 participants. Gudjonsson and 
Sigurdsson (1999) also found a significant correlation between both EPQ 
Neuroticism and GCS compliance and the internal need to confess during custodial 
interrogation, in a sample of 519 prison inmates and juvenile offenders. Multiple 
regression revealed that a combination of compliance with a susceptibility to anxiety 
provides a better prediction of how suspects cope with interrogation than the 
individual test scores.
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In addition, Birgisson (1996) studied personality differences between 
convicted American sex offenders who admitted their offence (‘admitters’) and those 
who had denied it (‘deniers’). The admitters had significantly higher GCS and EPQ 
Neuroticism scores than the deniers, as well as a lower Lie score (indicating if the 
respondent answers truthfully). The admitters’ GCS scores correlated significantly 
with EPQ Psychoticism and Neuroticism. It is important to note the specific nature of 
this sample, which limits the external validity of these results.
Gudjonsson, Sigurdsson and Einarsson (2004) used the GCS and the EPQ in 
a large sample comprised of groups of prison inmates, college students, and 
university students. Based on Eysenck’s theory of personality (Eysenck & Eysenck, 
1975), the authors predicted that ‘unstable introverts’ (i.e. people high on 
Neuroticism and low on Extraversion) would be most vulnerable to giving in to 
pressure. As anticipated, there was a positive correlation between compliance and 
Neuroticism, and a negative correlation between compliance and extraversion, across 
all three groups. The strongest relationship in all three samples was between 
Neuroticism and compliance, but a multiple regression analysis demonstrated that 
introversion also made significant contribution to the variance in compliance.
These findings are further supported by the results of Gudjonsson,
Sigurdsson, Einarsson and Einarsson (2008), who investigated differences between 
compliance in ‘personal’ and ‘impersonal’ relationships. Results demonstrated that 
anxiety (Neuroticism, as measured by the EPQ) correlated significantly with both 
types of compliance, among males and females. Although this study utilised a large 
sample («=1461), the generalisability is limited, as the sample was comprised solely 
of undergraduate students.
Most pertinent to this study is the research of Gudjonsson and Main (2008), 
who investigated the relationship between compliance and PD as measured by the 
Millon Clinical Multiaxial Inventory -  III (Millon, 1997), in a sample of 58 mentally 
disordered offenders fi"om a number of medium secure units. Given the relationship 
between IS and compliance, the results of this research informed the hypotheses 
adopted in this study.
The authors identified that due to their connection with trait anxiety. 
Dependent, Avoidant, Passive-Aggressive, Masochistic, and Borderline PDs/PD 
traits are theoretically most associated with compliance. On this basis they predicted.
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and confirmed, that Cluster C PDs (comprised of Avoidant, Dependent, and 
Obsessive-Compulsive PDs), would be most strongly related to compliance. In terms 
of clinical syndromes, compliance correlated with Dysthymia, Anxiety, and 
Delusional Disorders.
The authors concluded that PDs may therefore make suspects vulnerable 
during a police interrogation and that the main association with compliance appears 
to be through anxiety and low self-esteem (Gudjonsson & Main, 2008). This study 
does suffer firom a small sample size, thus limiting its power. The authors also 
identify that the validity of the findings may be reduced due to the specific sample 
(i.e. mentally disordered offenders with diagnoses of schizophrenia and 
schizoaffective disorders predominantly), and possible overdiagnosis of pathology 
using the MCMI-III.
1.5.5. Compliance and anxiety. Gudjonsson (1992) argues that 
theoretically, high anxiety should increase an individual’s propensity to demonstrate 
compliant behaviour. He explains, “high anxiety is a drive state, which motivates the 
person to avoid conflict and confrontation with others” (Gudjonsson, 2003, p.372). 
Indeed, as with IS, a number of studies have found anxiety to be related to 
compliance. The studies described above relating to Neuroticism are also relevant 
here, given the relationship between Neuroticism and anxiety (Middeldorp, Gath, van 
den Berg, Beem, van Dyck & Boomsma, 2006).
Gudjonsson, Sigurdsson, Brynjolfsdottior and Heinsdottir (2002) investigated 
the relationship of compliance with anxiety, self-esteem, paranoid thinking and anger 
amongst a sample of 167 university students. The authors found significant positive 
correlations between the GCS and state and trait anxiety, as measured by the STAI 
(Spielberger, 1983)
Gudjonsson, Sigurdsson and Tryggvadottir (2011) also found a significant 
positive correlation between the GCS and anxiety as measured by the Depression 
Anxiety Stress Scales (DASS; Lovibond & Lovibond, 1995), in 113 outpatients 
receiving treatment for substance misuse. The use of a different measure of anxiety 
here, which does not distinguish between state and trait anxiety, makes direct 
comparisons of findings difficult.
1.5.6. Compliance and self-esteem. Gudjonsson contends that due to a lack 
of confidence, individuals with low self-esteem are less able to resist others’
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demands and requests. To try to gain social approval or to enhance/maintain their 
self-esteem, they may also be eager to please others. Indeed, research has found low 
self-esteem to be related to compliance.
The Gudjonsson et al. (2002) study described above in relation to anxiety also 
found a significant correlation between the GCS and low self-esteem, as measured by 
the RSES (Rosenberg, 1965). This finding was replicated by Gudjonsson et al.
(2008), who found that poor self-esteem on the RSES correlated significantly with 
GCS compliance in both ‘personal’ and ‘impersonal’ relationships, among 1461 
Icelandic males and females. Gudjonsson et al. (2011) also found a significant 
positive correlation between the GCS and the RSES.
Gudjonsson and Sigurdsson (2003) administered the RSES and GCS to a 
sample of Icelandic couples. Again, low self-esteem correlated significantly with 
compliance. However, Smith and Gudjonsson (1995) found no significant correlation 
between the GCS and the RSES, and the authors raised questions regarding the 
validity of the scale with a forensic inpatient population.
1.5.7. Compliance and intelligence. As discussed, various studies have 
found a moderate negative correlation between IS and intelligence. Unlike IS 
however, compliance is not connected to memory processes and therefore 
Gudjonsson (1989) contends that theoretically it should be correlated with IQ to a 
lesser degree. The first study using the GCS found no significant relationship 
between compliance and IQ on the Wechsler Adult Intelligence Scale (WAIS-R) in a 
sample of 139 subjects (Gudjonsson, 1989). Another study by Gudjonsson (1990) 
found a small but significant negative correlation between compliance and Full Scale 
IQ (FSIQ) on the WAIS-R, in a sample of 55 participants. More recently, Richardson 
and Kelly (2004) found a small but significant negative correlation between the GCS 
and FSIQ in a sample of institutionalised adolescents. The use of different age 
groups in these studies (adults vs. adolescents) should be noted, as this may influence 
findings.
1.5.8. Critique of compliance research. As with the IS, the
research on compliance is correlational; statements regarding causality therefore 
cannot be made. The GCS has also been criticised due to its self-report design and 
transparency, which may leave it open to malingering. Again, the measures used to
119
assess personality, anxiety and self-esteem are also generally based on self-report 
meaning that bias may be present.
1.6. Aims
Although research has looked at the relationship between personality and IS, 
this is limited and very few studies have investigated the relationship between 
PDs/PD traits and IS. The relevance of considering compliance as an adjunct to IS 
has also been discussed. Gudjonsson and Main (2008) explored the relationship 
between compliance and PD, in the first known study in this area. This research 
revealed strong correlations between compliance and Cluster C PDs, and the authors 
hypothesised that this relationship was likely mediated by anxiety and self-esteem.
The key aim of this study is to replicate and expand upon the Gudjonsson and 
Main (2008) study by investigating whether IS, and also compliance, are related to 
PDs/PD traits (specifically. Cluster C PDs/PD traits). Measures of anxiety and self­
esteem will be included, as previous research has found these variables to be 
significantly correlated with both compliance and IS, and Gudjonsson and Main 
(2008) contend that they are likely mediators (in the case of compliance at least).
1.7. Hypotheses
1) There will be significant positive correlations between PDs/PD traits and IS. 
Specifically, due to the relationships between IS, anxiety and low self-esteem, 
it is predicted that Cluster C PDs/ PD traits will be significantly positively 
correlated with IS.
2) There will be a significant positive correlation between anxiety and IS.
3) There will be a significant negative correlation between self-esteem and IS.
4) Any relationship between PDs/PD traits and IS will be mediated by anxiety.
5) Any relationship between PDs/PD traits and IS will be mediated by self­
esteem.
6) There will be significant positive correlations between PDs or PD traits (and 
Cluster C PD/PD traits specifically) and compliance.
7) There will be a significant positive correlation between anxiety and 
compliance.
8) There will be a significant negative correlation between self-esteem and 
compliance.
120
9) Any relationship between PDs/PD traits and compliance will be mediated by 
anxiety.
10) Any relationship between PDs/PD traits and compliance will be mediated by 
self-esteem.
2. Method
2.1. Design
This study employed a quantitative approach to facilitate the testing of 
hypotheses, and to develop theory. A cross-sectional, correlational design was 
utilised whereby questionnaire data was captured from participants at a single point 
in time, in an attempt to reveal the associations between the variables in question.
2.2. Participants
To calculate the number of participants required, a conservative, medium 
effect size, was assumed (r = 0.3), due to a lack of previous research in this specific 
area. A power calculation was conducted using G*Power (v3.1.3; Paul et al., 2007), 
which indicated that 84 participants would be required to obtain a power of 80% to 
detect whether the correlation coefficient is different from zero at the 5% level using 
a 2-sided test. Regarding the mediation analyses, Fritz and MacKinnon (2007) 
estimate that using the bias-corrected bootstrap method of mediation, a minimum of 
71 participants are required to detect a mediation effect with 80% statistical power, 
given that the paths between the independent variable and the mediator and the 
mediator and the dependent variable are both of medium effect sizes.
Inclusion criteria included a history of substance misuse difficulties and/or 
homelessness, and being over the age of 18. Individuals in withdrawal from 
substances, or intoxicated at the time of testing, were excluded from the study. This 
is because research indicates that individuals in severe alcohol withdrawal may be 
psychologically vulnerable and demonstrate increased IS. IS also appears to be 
increased during opiate withdrawal (Murakami, Edelman & Davis, 1996). 
Conversely, there is evidence that alcohol intoxication leads to decreased IS 
(Gudjonsson, 2003).
The research was expected to be difficult to conduct in community settings 
due to the time required for testing. This was confirmed when approaching potential 
services (and by personal communication from Davis, 2012, a researcher in this 
field). Thus most participants were recruited from residential settings where the
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research could be more easily incorporated into individuals’ activity programs, so 
improving participation.
Participants were recruited from eight voluntary sector organisations across 
the South of England. These included residential rehabilitation services for people 
with alcohol/drug problems; supported housing services for individuals with various 
support needs; a charity offering pre-recovery and recovery services for drug/alcohol 
users; and a community drop-in center for those who are homeless or on low 
incomes.
A total of 87 individuals agreed to take part. However, ten participants were 
excluded from the analyses involving PDs/PD traits as their personality profiles on 
the MCMI-III were deemed invalid. These profiles had Disclosure index scores 
(which measure the degree to which a person is willing to be either self-revealing or 
secretive) above the cut-off point deemed necessary for interpretability (Millon, 
1997). For analyses involving the MCMI-III, post-hoc power analysis using 
G*Power (v3.1.3; Paul et al., 2007) indicated that the study has a power of 76% to 
detect a significant effect should one exist.
The sample was made up of 71 males (82%) and 16 females (18%). The age 
of participants ranged from 19 to 62 years, with a mean age of 37 years (SD = 9.62 
years). In terms of ethnicity, 76 were White British (87%), 4 were White Irish (5%),
1 was White Other (1%), 2 were mixed White and Black Caribbean (2%), 2 were 
Indian (2%), 2 were Black Caribbean (2%) and 1 classified themselves as ‘Other 
Ethnic Group’ (1%). A total of 63 were unemployed (72%), 17 were not working due 
to long-term sickness or disability (20%), 3 were engaging in voluntary/unpaid work 
(3%), 3 were working part-time (3%), and 1 was working full-time (1%). Forty-eight 
individuals (55%) reported that they are currently suffering from a mental health 
problem, 30 (36%) said that they were currently taking medication for a mental 
health problem, and 81 (93%) reported a history of substance misuse. Sixty-one 
participants (70%) reported a history of criminal convictions. In terms of housing, 27 
(31%) were currently living in a hostel, and 2 (2%) were homeless. These 
demographic characteristics are broadly consistent with the demographics of adults 
with substance misuse difficulties in the UK (Fullam & Gummerson, 2012; 
Roxburgh, Donmall, Wright & Jones, 2012; Meier, Donmall, McElduff, 
Barrowclough & Heller, 2006).
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2.3. Procedure
Recruitment at each organisation was based on advice from staff on the best 
way to proceed. At three organisations, I approached groups of potential participants 
with information sheets about the study (Appendix A) prior to arranging assessment 
appointments. At two organisations, staff members approached potential participants, 
and appointments were then made with me. At the remaining three organisations, I 
approached potential participants individually and arranged assessment appointments 
directly. In most cases, appointments were arranged on the same day as participants 
had been approached, although some appointments were arranged for future dates.
At each appointment, the details on the participant information sheets were 
reiterated and individuals were given the opportunity to ask any questions. If they 
agreed to participate, they were given a participant consent form (Appendix B); once 
the form had been read and signed, testing began. All testing was completed with 
participants individually, in a private room on site at the organisation. Participants 
were given the option of reading and completing the measures themselves, or having 
me read aloud the measures to them (to allow those with poorer reading skills to 
participate).
Participation in the study was voluntary, and a contribution of £2 was offered 
for each individual who took part. How this contribution would be used by/credited 
to participants was agreed with the staff at each organisation. No money was given 
directly to participants.
2.4. Measures
2.4.1. Millon Clinical Multiaxial Inventory -  III (MCMI-III; Millon, 
1997). The MCMI-III is a psychological assessment tool derived from Millon’s 
theory of personality. It is comprised of 175 true-false items, and provides a measure 
of 14 PDs (coordinated with DSM-IV Axis II disorders) and 10 clinical syndromes 
(coordinated vnth DSM-IV Axis I disorders). There are also validity/modifying 
indices (disclosure, desirability, and debasement scales). A Base Rate (BR) score of 
75 or above is taken as indication of a PD trait and/or the presence of a clinical 
syndrome. A BR score of 85 or more is used to identify a PD and/or prominence of a 
clinical syndrome.
The 14 Axis II scales comprise 11 ‘clinical personality patterns’ (schizoid, 
avoidant, depressive, dependent, histrionic, narcissistic, antisocial, sadistic.
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compulsive, negativistic, and masochistic), and three ‘severe personality pathology’ 
scales (schizotypal, borderline, and paranoid). The 10 Axis I scales include seven 
‘clinical syndromes’ (anxiety, somatoform, bipolar, dysthymia, alcohol dependence, 
drug dependence, and post-traumatic stress disorder) and three ‘severe clinical 
syndromes’ (thought disorder, major depression, and delusional disorder).
Cronbach’s alpha statistics on the MCMI-III range from 0.66 (Compulsive 
scale) to 0.90 (Major Depression), and alphas exceed 0.80 for 20 of the scales 
(Millon et al., 2009). In this study, Cronbach’s alpha coefficients ranged from 0.42 
(Compulsive scale) to 0.93 (Debasement, Scale Z), and alphas exceeded 0.70 for 20 
of the scales (15 scales also exceeded 0.80). The test-retest reliability of the MCMI- 
III (5-14 days later) ranges from 0.82 (Debasement, Scale Z) to 0.96 (Somatoform, 
Scale H) with a median coefficient of 0.91. The MCMI personality scales have been 
found to have good concurrent, convergent, and discriminant validity when measured 
against other self-report measures of PDs (Choca, 2004; Craig, 1999; Retzlaff & 
Dunn, 2003; Rossi, Van den Brande, An, Sloore, & Hauben, 2003). Strack and 
Millon (2007) highlight that the MCMI has been shown to be more diagnostically 
accurate than clinical interviews and more accurate than similar self-report measures 
of personality (e.g., the MMPI-2; Retzlaff & Dunn, 2003), although it is not more 
accurate than structured interviews conducted by experienced clinicians (Choca, 
2004; Craig, 1999,2005).
2.4.2. Gudjonsson Suggestibility Scale 1 (GSSl; Gudjonsson, 1997). As 
outlined in the introduction, participants are asked to listen carefully to a short story, 
and informed that they will be asked to tell the researcher everything they can 
remember about it. In this study, the recorded version of the story provided with the 
GSSl was used, to ensure consistency. The interviewee is then asked to tell the 
researcher everything they can remember about that story. After a delay of 
approximately 50 minutes, participants are asked to recall everything they can 
remember. Participants are then asked 20 questions, 15 of which are leading. 
Regardless of their performance, participants are told that they have made a number 
of errors. The 20 questions are then repeated a final time. In this study, the GSSl 
provided the following measures:
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1) Immediate Recall. This gives a measure of immediate verbal recall. The GSS 
story is made up of 40 “ideas”, and each idea recalled scores one point. The 
maximum score is 40.
2) Delayed recall. This gives a measure of delayed verbal recall; scored as for 
Immediate Recall.
3) Yieldl. This measures participants’ yield to leading questions, prior to negative 
feedback. The maximum score is 15.
4) Yieldl. This measures participants’ yield to leading questions after negative 
feedback. Scored as for Yieldl.
5) Shift. This measures how many times participants changed their answers to the 20 
questions after negative feedback. The maximum score is 20.
6) Total Suggestibility (TS). This is the combined scores of Yieldl and Shift, and 
represents a participant’s overall level of IS. The maximum score is 35.
Cronbach’s alpha statistics on the GSSl range from 0.77 to 0.71 for Yieldl 
and Shift, respectively. Therefore, IS appears to be reasonably stable over time, 
given similar testing conditions. In this study, Cronbach’s alpha coefficients were 
0.73 and 0.81 for Yieldl and Yield2 respectively, and 0.76 for Shift. Due to the 
likelihood of individuals retaining memory of the stories over time, the “temporal 
consistency” of the GSS, as opposed to test-retest reliability scores, has been 
investigated. This involves correlating the scores of participants who completed both 
the GSSl and GSS2. Gudjonsson (1997) reports results from one group of non- 
forensic participants and three groups of forensic participants who completed the 
GSSl and GSS2 in either the same session, or with delays ranging between one week 
and eight months, or one day and 18 months. All the correlations for memory and IS 
were highly significant, ranging from 0.82 to 0.92 for TS. Richardson and Smith 
(1993) measured the inter-rater reliability of GSSl scores across two independent 
assessors, and found correlations ranging from 0.949 for Shift to 0.994 for Yield. 
Clare et al. (1994) conducted similar analyses across three independent assessors and 
found correlations of 0.989 to 0.996 for IS, and 0.969 and 0.951 for immediate and 
delayed recall, respectively.
2.4.3. Gudjonsson Compliance Scale (GCS; Gudjonsson 1997). The GCS 
is a self-report test comprising 20 ‘true’ or ‘false’ items. Participants are asked to 
indicate how they generally respond to interpersonal pressure and demands from
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others. Responses are gauged as either compliant or non-compliant, with scores 
ranging between 0 and 20. Higher scores indicate higher levels of compliance. The 
Scale is designed to measure the general propensity of individuals to act in 
accordance with requests/instructions, for short-term instrumental gain. The GCS 
items load onto two main factors: avoidance of conflict and confrontation; and an 
eagerness to please (Gudjonsson, 1997).
The GCS has adequate internal reliability, with a Cronbach’s alpha statistic of 
0.71; and it also possesses a test-retest reliability (from one to three months) of 0.88. 
(Gudjonsson, 1989). In this study, a Cronbach’s alpha coefficient of 0.70 was found. 
GCS scores have been found to correlate with other, theoretically related, variables, 
such as social desirability, social conformity, neuroticism, anxiety and self-esteem 
(see Gudjonsson, 2003). This provides support for the construct validity of the GCS. 
The GCS also exhibits validity in more naturalistic settings, where it has been found 
to distinguish between different target groups such as false confessors and other 
criminal suspects (see Gudjonsson, 2003).
2.4.4. The Rosenberg Self-Esteem Scale (RSES; Rosenberg, 1965). The 
RSES is a widely used self-report measure of global self-esteem consisting of ten 
self-appraisal statements; five statements are positively worded and five are 
negatively worded. The scale asks individuals to reflect on their general feelings 
about themselves, before rating the statements on a four-point scale from ‘strongly 
agree’ to ‘strongly disagree’. Some of the questions are reverse scored. Scores range 
from 0 to 30 with higher scores reflecting higher self-esteem. Studies have 
demonstrated both a unidimensional and a two-factor (self-confidence and self- 
deprecation) composition to the scale, although most research appears to indicate that 
the RSES measures a unidimensional construct (Sinclair et al., 2010).
Research studies typically report high levels of both internal and test-retest 
reliability on the RSES. Test-retest correlations tend to range between 0.82 to 0.88, 
with Cronbach's alpha results between 0.77 to 0.88 for various samples (see 
Blascovich & Tomaka, 1993, and Rosenberg, 1986, for further details). In this study, 
a Cronbach’s alpha coefficient of 0.90 was found. The RSES demonstrates 
convergent validity with other measures of self-esteem (Silbert & Tippett, 1965; 
Crandal, 1973; Hagborg, 1993). Evidence for the structural and predictive validity, 
and the internal consistency and test-retest reliability of the RSES, comes from
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several more recent studies (e.g. Schmitt & Allik, 2005; Torrey, Mueser, McHugo, & 
Drake, 2000; Sinclair et al., 2010).
2.4.5. The Spielberger State-Trait Anxiety Inventory (STAX;
Spielberger, 1983). The STAI comprises two 20-item self-report rating scales. One 
scale measures State anxiety (S-Anxiety), which refers to temporary, passing feelings 
of nervousness or apprehension relating to a situation. This requires the person to 
rate how he or she is feeling at the present time. The second scale measures Trait 
anxiety (T-Anxiety), which refers to relatively stable individual differences in levels 
of general anxiety. This scale asks the person to rate how he or she generally feels.
All items are rated on a 4-point scale (e.g. from “Almost Never” to “Almost 
Always”), and some questions are reverse scored. Scores range from 20-80, with 
higher scores indicating greater anxiety.
The median test-retest coefficients are relatively high for the T-Anxiety scale 
(0.695 for high school students over a 2-month interval, and 0.765 for college 
students over a 104-day interval) and low for the S-Anxiety scale (0.33, with a range 
from 0.16 to 0.62 for high school and college students combined). This indicates that 
the state scale changes as expected, due to the influence of situational factors at the 
time of testing, whereas the trait scale is relatively resistant to change in the short­
term (Spielberger, Gorsuch, Lushene, Vagg & Jacobs, 1983). Median alpha 
coefficients are high for both scales (0.93 for S-Anxiety and 0.90 for T-Anxiety) 
reflecting strong internal consistency. In this study, Cronbach’s alpha coefficients of 
0.93 and 0.94 were found for S-Anxiety and T-Anxiety, respectively. Correlations 
with various other anxiety measures demonstrate the concurrent validity of the STAI 
(see Kaplan & Saccuzzo, 2013). The T-Anxiety scale has also been shown to 
differentiate patient from control samples, and the S-Anxiety scale has been foimd to 
discriminate between participants in highly stressful situations (e.g., military recruits) 
and control samples (e.g., student samples; Spielberger et al., 1983).
2.4.6. Test of Premorbid Functioning-UK Version (TOPF-UK;
Weschler, 2011). The TOPF-UK is a word reading task consisting of 70 single 
words with atypical grapheme to phoneme translations, whereby prior knowledge of 
the words is needed in order to correctly pronounce them. The words are presented in 
order of difficulty (easiest to most difficult) and participants are instructed to read
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each word out loud from a laminated word card. One point is scored for each 
correctly pronounced word, with a maximum score of 70.
Wechsler (2011) reports that the TOPF has a high level of internal 
consistency, with a Cronbach’s alpha statistic of 0.95. In this study, a Cronbach’s 
alpha coefficient of 0.96 was found. The test-retest stability of the TOPF (over an 
interval of three weeks) has been found to have corrected correlations ranging from 
0.89 to 0.95 among five different age groups. Concurrent validity is evidenced by 
correlational studies with the Wechsler Adult Intelligence Scale -  Fourth Edition 
(WAIS-IV) and Wechsler Memory Scale -  Fourth Edition (WMS-IV). In a UK 
sample, the TOPF accounted for a significant proportion of the variance in all five 
WAIS-IV scales; with regards to the WMS-IV, all correlations were highly 
significant although relatively modest in magnitude (Wechsler, 2011).
2.4.7. Short Alcohol Withdrawal Scale (SAWS; Gossop, Keaney, 
Stewart, Marshall & Strang, 2002). The SAWS is a 10-item self-report 
measure of the severity of alcohol withdrawal symptoms in the previous 24 hours. 
Each item is rated on a 4-point scale (0 = nil, 1 = mild, 2 = moderate, 3 = severe).
The SAWS comprises five items pertaining to psychological symptoms (anxious, 
confused, restless, miserable, memory problems) and five items relating to physical 
symptoms (tremor, nausea, heart pounding, sleep disturbance, sweating). These 
components account for 47% and 11% of the variance, respectively.
The SAWS demonstrates good construct validity, and shows concurrent 
validity with the Clinical Institute Withdrawal Assessment of Alcohol Scale, Revised 
(CIWA-Ar; Gossop et al., 2002). The scale also has high internal consistency 
(Cronbach’s alpha 0.87). In this study, a Cronbach’s alpha coefficient of 0.91 was 
found.
2.4.8. Short Opiate Withdrawal Scale (SOWS, Gossop, 1990). The
SOWS is a 10-item self-report measure of the severity of opiate withdrawal 
symptoms. As with the SAWS, each item is rated on a 4-point scale. The SOWS has 
been found to be a reliable and valid measure of the signs and symptoms of 
withdrawal among opiate addicts (Gossop, 1990). In this study, a Cronbach’s alpha 
coefficient of 0.86 was found.
2.4.9. Selection of measures. The GSSl was used in this thesis as research 
shows no significant difference between males and females on GSSl performance
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(Gudjonsson 2003). This is important due to the unequal number of male to female 
participants in this study. The other measures were selected for their ease and relative 
brevity of administration compared to other similar measures, their psychometric 
properties, and to facilitate comparisons with previous research. For example, a 
number of the IS and compliance studies have used the STAI and/or the RSES. The 
MCMI-III was specifically selected because it is well validated and widely used in 
both clinical and research settings, and to facilitate comparisons to the research of 
Gudjonsson and Main (2008). It also only takes around 25 minutes to complete, 
which is significantly shorter than other well-validated personality measures. Other 
robust dimensional personality disorder measures such as the Schedule for 
Nonadaptive and Adaptive Personality (SNAP; Clark, 1993) and the Dimensional 
Assessment of Personality Pathology-Basic Questionnaire (DAPP-BQ; Livesley, 
1990) have been considered, however these have not been as extensively researched, 
their use would have made comparisons to Gudjonsson and Main (2008) more 
difficult, administration times are longer, and a lack of specified cut-off scores would 
have complicated the analysis and interpretation of results.
2.4.10. Administration and scoring of measures. The measures were 
administered to participants in the following order: SOWS/SAWS, demographic 
information sheet (Appendix C), TOPF, GSSl (immediate recall), MCMI-III, GCS, 
RSES STAI, GSSl (delayed recall/questions).
I scored all assessments, apart fi*om the MCMI-III, which was scored by a 
student psychologist under my supervision. I was trained to score the MCMI-III by a 
Clinical Psychologist, and provided the student psychologist with a comprehensive 
60-minute training session. As advised in the MCMI-III manual, the student 
psychologist double-checked her scoring on each MCMI-III to avoid errors (Millon, 
1997).
2.5. Ethical considerations
This study received a favourable ethical opinion fi'om the Faculty of Arts & 
Human Sciences at the University of Surrey Ethics Committee (Appendix D). 
Participants were given an information sheet before consenting and taking part 
(Appendix A). This detailed what the study would involve, confidentiality, potential 
risks of taking part, and information about supports they could access if difficult 
feelings arose. They were informed of their choice in participating and that this
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would not affect the treatment that they receive in any way. Finally, participants were 
advised of their ability to withdraw from the study at any time, and written informed 
consent was sought.
Concealment of the purpose of the research was necessary, as revealing the 
focus of the study (i.e. IS) may have influenced the results obtained. This is standard 
procedure and routine in research in this area. Indeed, the GSS manual (Gudjonsson, 
1997) states:
“The Scales were to be presented as a memory test because the real purpose 
of the tests was to measure the tendency of the subjects to be influenced 
(misled) without their being aware of it. Alerting subjects to the fact that they 
are being asked misleading questions significantly reduces the effects of the 
questions, even in children” (p.7)
It was therefore vital that participants were not told that their IS was being 
assessed. Participants were however informed of the focus of the research once all 
data collection had been completed. This involved contacting participants via phone, 
email or post and providing them with information regarding IS and the purpose of 
the study (see Appendix E). Participants were informed that they could contact me 
and/or my supervisor if they had any questions or were unhappy with any aspect of 
the research.
Consultation and feedback was sought from the Coordinator of Service User 
and Carer Involvement at the University of Surrey with regards to the content and 
wording of all written information given to participants.
2.6. Data Analysis
The student psychologist entered all data onto the Statistical Package for the 
Social Sciences, version 19 (SPSS; IBM Corp, 2010), under my supervision. Prior to 
analysis, the dataset was screened for errors and missing values, and the descriptive 
statistics of the sample were examined. The assumptions required for the analyses 
were additionally explored.
Hypotheses 12 ,3 ,6 ,7  and 8: Correlation analyses were used to measure the 
relationships between IS and PDs/PD traits, and between compliance and PDs/PD 
traits. Pearson’s r  is a measure of the linear correlation between two variables. For 
hypothesis tests on r to be valid it should be calculated using data from a random 
sample of individuals and at least one of the variables should have a normal
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population (Altman, 1991). The value of r is sensitive to outliers (Pemet, Wilcox & 
Rousselet, 2013) so where these exist the nonparametric equivalent, Spearman’s 
correlation coefficient is more appropriate.
Prior to analysis, histograms of each of the study variables were visually 
examined to check whether the distributions approximated normality. These graphs 
indicated lack of normal distribution for a number of variables (see Appendix F). As 
advised by Field (2009), this was further explored by converting skewness and 
kurtosis values into z-scores, where a value greater than 1.96 was taken to indicate 
significant skew or kurtosis. These results indicated significant non-normality in a 
number of variables (see Appendix G). Overall, a wide range of scores was observed, 
including a number of extreme values. The extreme values were not removed as the 
target population of people with PDs/PD traits was deliberately selected in order to 
maximize variability in scores. The erratic nature of the non-normal distributions 
meant that transformations would not enhance normality. Scatterplots were 
additionally created, and prior to analysis the relationships between variables were 
visually inspected to check for non-linear relationships (see Appendix H). No 
substantial deviations fi'om linearity were observed, therefore the calculation of 
correlation coefficients was appropriate. However, because of the mixture of 
normally and non-normally distributed study variables and the presence of extreme 
values, the decision was taken to present both Pearson’s and Spearman’s correlation 
coefficients for all correlations. Where the results fi'om the two correlation 
coefficients are dissimilar this gives some indication that the Pearson’s correlation 
coefficient has been affected by extreme values or non-normality.
Hypotheses 4, 5, 9 and 10: Further to establishing a relationship between 
variables using correlation analysis, mediation analysis can help to explain how one 
variable affects another, i.e. through consideration of a third variable (MacKinnon, 
Fairchild & Fritz, 2007). For example, variable X may influence variable Y through 
a mediating variable M. The aim is to assess whether a significant amount of the 
association between X and Y passes through M; this is known as the indirect effect.
This study used a method of calculating the indirect effect known as 
bootstrapping, which uses the obtained sample data to make inferences about the 
population. Samples are taken fi'om the original sample data (with replacement, 
where data are replaced back into the sampling pool to be drawn again) to form new
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samples (‘resamples’); essentially, this is a way of imitating the original sampling 
process. This process is repeated many times (5000 resamples were used in this 
study, as recommended by Hayes, 2009). Each time a sample is drawn a calculation 
of the indirect effect is made, therefore once this process is finished the researcher 
will have 5000 estimates of the indirect effect. From each of these bootstrap samples, 
a mean is calculated (a bootstrap estimate); the distribution of these calculations then 
acts as “an empirical approximation of the sampling distribution of the indirect effect 
when taking a sample of size n fi'om the original population” (Hayes, 2009, p.7). The 
Indirect macro for SPSS by Preacher and Hayes (2008) was utilised to conduct 
bootstrapping analyses in this study.
One of the benefits of this method of mediation is that it does not require the 
assumption of normality of the sampling distribution for the indirect effect to be met. 
However, as the path coefficients that estimate the strength of hypothesised causal 
associations between variables are based on regression analyses, the assumptions for 
regression are also required for mediation analysis (Warner, 2013). These were 
investigated prior to analysis. Firstly, to test for normality of residuals, inspection of 
a histogram indicated an approximately normal distribution (Appendix I). Secondly, 
a scatterplot of residuals against predicted values was inspected, and the assumptions 
of linearity and homoscedasticity were deemed to be met (Appendix J). Thirdly, 
multicollinearity (very high correlations between predictor variables) was explored 
using SPSS. Field (2009) advises that variation inflation factors (VIFs) above 10 and 
tolerance values below 0.2 are cause for concern. The results did not violate these 
boundaries (Appendix K). Fourthly, Cook’s distance statistics were calculated to 
identify any overly influential data points (Appendix L). No values were greater than 
1, indicating no cause for concern (Field, 2009). Finally, the assumption of 
independent errors was tested using the Durbin-Watson test for serial correlations 
between errors. This revealed a value of 2.288. Field (2009) conservatively advises 
that values between 1 and 3 generally indicate no cause for concern.
3. Results
3.1. Descriptive Statistics
The means and standard deviations for IS, compliance, self-esteem, anxiety 
and intelligence can be seen in Table 1, along with the minimum and maximum 
possible scores for each variable and the range of scores observed in the sample. The
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means do not appear to indicate any particular floor or ceiling problems. Overall, the 
GSS and GCS score are comparable to the normative data (Gudjonsson, 1997) and to 
other studies using samples of inpatients admitted for substance abuse problems (e.g. 
Murakami, Edelmann & Davis, 1996; Gudjonsson, Hannesdottir, Petursson & 
Tyrfingsson, 2000; Gudjonsson, Hannesdottir, Petursson & Bjomsson, 2002; 
Gudjonsson et al., 2004).
The RSES does not have designated “cut-off’ scores although scores between 
15-25 are considered ‘normal’, and scores below 15 are considered to indicate low 
self-esteem. The sample could therefore be described as being at the lower end of 
this spectrum; these scores are comparable to those found by Gudjonsson,
Sigurdsson and Tryggvadottir (2011) in a sample receiving outpatient substance 
abuse treatment. Additionally, the STAI scores obtained are in line with the 
normative data (Spielberger, 1983), and again with the results of Murakami et al.
(1996); Gudjonsson et al. (2000) and Gudjonsson et al. (2002). Finally, the TOPF 
estimated FSIQ mean indicates overall, the sample scored in the ‘Average’ range.
Table 1
Means and Standard Deviations (SD) for Suggestibility, Compliance, Self-Esteem, 
Anxiety and Intelligence Variables (n=87)
Variable Min poss. 
score
Max poss. 
score
Range Mean SD
Suggestibility
GSS Immediate Recall 0 40 2.5-33 18.06 6.46
GSS Delayed Recall 0 40 0-32 16.51 6.91
GSS Yieldl 0 15 0-13 5.71 3.22
GSS Yield2 0 15 0-15 7.41 4.03
GSS Shift 0 20 0-16 4.61 3.54
GSS Total Suggestibility 0 35 0-22 10.26 5.48
Compliance
GCS 0 20 I-I9 10.38 4.76
Self-Esteem
RSES 0 30 3-28 15.16 5.97
Anxiety
STAI S-Anxiety 20 80 20-74 37.22 12.37
STAI T-Anxiety 20 80 21-75 50.23 12.73
Intelligence
TOPF Estimated FSIQ 42 127 66.2-114.2 94.11 9.41
Table 2 displays the means and standard deviations for the MCMl-111 PD/PD 
trait variables and PD clusters, the minimum and maximum possible scores for each 
variable and the range of scores observed in the sample. Additionally, it displays the
133
numbers and percentages of participants who attained Base Rate (BR) scores of 75- 
84 (taken to indicate a PD trait), or 85 or above (taken to indicate the presence of a 
PD). The results show relatively high levels of disclosure and debasement. Regarding 
the clinical personality pattern/severe personality pathology scales, 76 individuals 
(99%) had BR scores of 75 or more, meeting the threshold for diagnosis of either a 
personality trait or disorder, and 67 individuals (87%) had BR scores of 85 or more, 
meeting the threshold for a diagnosis of at least one PD.
Table 2
Means and Standard Deviations (SD) for MCMI-III PD/PD Trait Variables (n^77)
MCMI-III scale Min
poss.
score
Max
poss.
score
Range Mean SD BR
75-84
B R>84
MCMI-m 
Modifying indices
Disclosure 34 178 36-100 74.55 15.54 32 (42%) 20 (26%)
Desirability 0 115 5-100 50.86 21.13 7(9%) 3(4%)
Debasement 0 115 18-94 63.65 17.53 15 (19%) 9 (12%)
MCMI-III Clinical
personality
patterns
Schizoid 0 115 12-107 63.52 18.36 11 (14%) 7 (9%)
Avoidant 0 115 0-109 62.60 25.06 11 (14%) 16 (21%)
Depressive 0 115 6-108 72.84 24.68 21 (27%) 28 (36%)
Dependent 0 115 0-104 66.03 24.44 17 (22%) 19 (25%)
Histrionic 0 115 0-91 41.55 23.63 2(3%) 2(3%)
Narcissistic 0 115 0-115 53.90 26.10 6(8%) 10 (13%)
Antisocial 0 115 12-112 80.44 18.80 12 (16%) 35 (45%)
Sadistic 0 115 0-102 61.84 16.98 6(8%) 2(3%)
Compulsive 0 115 2-91 40.81 20.13 0 (0%) 2(3%)
Negativistic 0 115 0-100 67.08 18.65 18(23%) 8 (10%)
Masochistic 0 115 0-104 71.53 20.14 21 (27%) 16 (21%)
MCMI-III Severe
personality
pathology
Schizotypal 0 115 0-110 68.68 18.99 4(5%) 13 (17%)
Borderline 0 115 12-98 74.92 15.92 31 (40%) 15 (19%)
Paranoid 0 115 0-103 64.71 18.26 12 (16%) 5(6%)
Clusters
Cluster A 0 345 54-292 194.91 43.27
Cluster B 0 460 115-364 250.81 53.14 - -
Cluster C 0 345 74-238 169.43 39.49 - -
A number of the mean scores from this sample are considerably higher than 
the normative data (Millon, 1997; e.g. compared to the inpatient norms there are 
differences of 22.5, 17.5, 15.4 and 14.5 points on the antisocial, masochistic, 
paranoid and schizotypal scales, respectively). In comparison to Gudjonsson and
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Main’s (2008) sample of mentally disordered offenders, generally higher percentages 
of participants from this sample meet the threshold for a PD/PD trait.
Table 3 displays the means and standard deviations for the MCMI-III clinical 
syndromes variables, the minimum and maximum possible scores for each variable 
and the range of scores observed in the sample. Again, it displays the numbers and 
percentages of participants in the sample who attained BR scores of 75-84 or 85 or 
above. Overall, 74 individuals (96%) had BR scores of 75 or more, indicating 
presence of at least one clinical syndrome, and 68 individuals (88%) had BR scores 
of 85 or more, indicating prominence of at least one clinical syndrome.
Table 3
Means and Standard Deviations (SD) for Clinical Syndromes (n^77)
MCMI-m scale Min
poss.
score
Max
poss.
score
Range Mean SD BR
75-84
BR >84
MCMI-III Clinical 
syndromes
Anxiety 0 115 0-104 75.61 24.64 29 (38%) 32 (42%)
Somatoform 0 115 0-79 49.52 22.92 5(6%) 0 (0%)
Bipolar: Manic 0 115 12-111 70.82 21.66 16(21%) 20 (26%)
Dysthymia 0 115 0-108 64.48 23.35 11 (14%) 13 (17%)
Alcohol Dependence 0 115 0-113 83.94 18.49 17(22%) 40 (52%)
Drug Dependence 0 115 0-115 82.42 22.37 14 (18%) 42 (55%)
Post-Traumatic Stress 0 115 0-109 64.78 22.89 12 (16%) 9 (12%)
Disorder
MCMI-in Severe 
clinical syndromes
Thought Disorder 0 115 0-109 63.58 19.47 6(8%) 4(5%)
Major Depression 0 115 0-109 63.49 30.27 16 (21%) 21 (27%)
Delusional Disorder 0 115 0-94 53.27 25.99 6(8%) 3(4%)
Several of the mean scores from this sample are considerably higher than the 
normative data (Millon, 1997; e.g. unsurprisingly, compared to the inpatient norms 
there are differences of 26 and 23.8 points for the drug dependence and alcohol 
dependence scales, respectively). Again, compared to Gudjonsson and Main’s (2008) 
results, generally higher percentages of participants meet the threshold for a clinical 
syndrome. These results suggest that participants from this study have high levels of 
Axis I and Axis II pathologies compared to the normative data and previous research.
3.2. Hypothesis Testing
3.2.1. Hypothesis 1: PDs/PD traits, and specifically Cluster C PDs/PD 
traits, will be significantly positively correlated with IS. As can be seen in
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Table 4 no significant positive correlations were found between the GSS and any of 
the MCMI-III PD/PD traits or clinical syndromes.
Table 4
Correlations Between the GSS and MCMI-III (n^77)
MCMI-III scale GSS
Yieldl
GSS
Yield2
GSS
Shift
GSS Total 
Suggestibility
MCMI-in 
Modifying indices
Disclosure -.186 (-.117) -.029 (.025) .122 (.116) -.044 (.012)
Desirability .141 (.102) .101 (.073) .028 (.052) .107 (.100)
Debasement -.162 (-.129) -.053 (-.041) .034 (.044) -.076 (-.057)
MCMI-m Clinical
personality
patterns
Schizoid -.083 (-.032) -.032 (-.015) .042 (.033) -.010 (.001)
Avoidant -.113 (-.068) .011 (.003) .026 (.004) -.041 (-.034)
Depressive -.303** (-.245*) -.202 (-.186) -.107 (-.090) -.251* (-.220)
Dependent -.035 (-.058) -.024 (-.093) .013 (-.045) -.008 (-.049)
Histrionic .051 (.061) .087 (.074) .012 (.023) .038 (.059)
Narcissistic .069 (.051) .145 (.134) .106 (.101) .114 (.114)
Antisocial -.190 (-.153) -.188 (-.152) -.007 (-.070) -.151 (-.131)
Sadistic -.333** (-.193) -.243* (-.145) -.133 (-.194) -.278* (-.200)
Compulsive .127 (.114) .068 (.074) -.048 (.017) .073 (.093)
Negativistic -.098 (-.032) -.058 (-.062) .037 (-.027) -.033 (-.021)
Masochistic -.145 (-.165) -.014 (-.047) .017 (.037) -.069 (-.060)
MCMI-m Severe
personality
pathology
Schizotypal -.266* (-.135) -.083 (.023) .093 (.114) -.105 (-.010)
Borderline -.243* (-.108) -.112 (-.080) .023 (.012) -.132 (-.049)
Paranoid -.254* (-.218) -.142 (-.101) .033 (-.004) -.119 (-.079)
Clusters
Cluster A -.259* (-.119) -.110 (-.047) .073 (.043) -.101 (-.035)
Cluster B -.083 (-.017) .010 (.052) .062 (.048) -.020 (.027)
Cluster C -.029 (-.041) .027 (.015) -.001 (.005) .006 (.015)
MCMI-m Clinical 
syndromes
Anxiety -.062 (-.063) -.019 (-.080) .084 (-.012) .026 (-.027)
Somatoform -.084 (-.061) .000 (-.002) .002 (.006) -.036 (-.019)
Bipolar: Manic -.106 (-.088) -.013 (-.011) .035 (-.025) -.050 (-.059)
Dysthymia -.099 (-.074) -.011 (.006) -.044 (-.006) -.080 (-.052)
Alcohol Dependence -.229* (-.188) -.238* (-.218) -.138 (-.154) -.241* (-.230*)
Drug Dependence -.335** (-.296**) -.204 (-.200) -.014 (-.053) -.213 (-.188)
Post-Traumatic -.139 (-.120) -.061 (-.131) .017 (-.012) -.069 (-.089)
Stress Disorder 
MCMI-in Severe 
clinical syndromes
Though Disorder -.149 (-.064) -.013 (.002) .042 (.092) -.087 (-.017)
Major Depression -.197 (-.165) -.093 (-.099) -.092 (-.049) -.174 (-.138)
Delusional Disorder -.326** (-.153) -.167 (-.100) .024 (-.006) -.168 (-.059)
Note: Correlation results are presented in the following format: Pearson’s r (Spearman’s rho) 
*p<.05 **p<.01
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However, significant negative correlations were found between Yieldl and 
the Depressive and Sadistic clinical personality patterns; Yieldl and the Schizotypal, 
Borderline and Paranoid severe personality pathology (Pearson’s r only); and Yieldl 
and Cluster A PDs. Significant negative correlations were also found between Yieldl 
and the Sadistic clinical personality pattern (Pearson’s r only); and TS and the 
Depressive and Sadistic clinical personality patterns (Pearson’s r only).
With regards to clinical syndromes, significant negative correlations were 
found between Yieldl (Pearson’s r only), Yieldl (Pearson’s r only) and TS and 
Alcohol Dependence; and between Yieldl and Drug Dependence and Delusional 
Disorder (Pearson’s r only). This means that individuals with higher scores on these 
personality or clinical syndrome variables tended to have lower IS scores.
As previous research has demonstrated the influence of IQ, memory and age 
on IS scores (see Gudjonsson, 1003), correlations between these variables were 
examined. Table 5 illustrates that no statistically significant differences in GSS 
scores were found by age, however, significant negative correlations were found 
between immediate and delayed recall on the GSS, and Yieldl, and between delayed 
recall and TS. This indicates that individuals with lower memory recall scores tended 
to have higher IS scores. A significant negative correlation between estimated IQ and 
Yieldl was also observed (Spearman’s rho only). Therefore, individuals with lower 
estimated IQ scores tended to have higher IS scores
Table 5
Correlations Between the GSS and Estimated IQ, Memory and Age (n=87)
Variable GSS Yieldl GSS Yield2 GSS Shift GSS Total 
Suggestibility
Estimated IQ -.184 (-.226*) -.140 (-.176) .008 (-.026) -.099 (-.172)
Immediate Recall -.306** (-.279**) -.141 (-.166) -.031 (-.022) -.182 (-.185)
Delayed Recall -.312** (-.323**) -.167 (-.210) -.079 (-.086) -.213* (-.244*)
Age .074 (.028) .004 (.000) .017 (.073) .073 (.058)
Note: Correlation results are presented in the following format: Pearson’s r (Spearman’s rho) 
*p<.05 **p<.01
Because this study, and previous research, has found significant negative 
correlations between IS and IQ and IS and memory, partial correlations and non­
parametric partial correlations (“Partial rank correlations in SPSS”, 2012) were 
conducted to control for these variables. The correlations in Table 4 were re-run
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whilst controlling for estimated IQ and memory recall, and examination of the new 
correlation coefficients revealed no substantial changes in strength (Appendix M). 
Therefore the correlations between the GSS and MCMI-III scales do not appear to be 
particularly influenced by either estimated IQ or memory recall.
Previous research has also demonstrated the influence of ethnicity and gender 
on IS scores, therefore Mann-Whitney U tests were conducted to establish any 
ethnicity or gender differences in IS scores. This non-parametric test was selected 
because some of the GSS scores were not normally distributed. No significant 
differences in GSS scores by ethnicity or gender were found (Appendix N).
3.2.2. Hypotheses 2 and 3: There will be a significant positive 
correlation between anxiety and IS, and a significant negative correlation 
between self-esteem and IS. Table 6  illustrates that no significant correlations were 
found between the GSS and state or trait anxiety or self-esteem.
Table 6
Correlations Between the GSS, RSES and STAI (n=87)
Variable GSS Yieldl GSS Yield2 GSS Shift GSS Total 
Suggestibility
Self-Esteem
RSES .126 (.123) .073 (.063) .042 (.027) .117 (.114)
Anxiety
S-Anxiety -.114 (-.125) .002 (-.022) .150 (.140) .004 (-.014)
T-Anxiety -.066 (-.066) .020 (.019) .058 (.048) -.014 (-.021)
Note: Correlation results are presented in the following format: Pearson’s r (Spearman’s rho)
*p<.05 **p<.01
3.2.3. Hypotheses 4 and 5: Any relationship between PDs/PD traits and 
IS will be mediated by anxiety, and by self-esteem. No significant correlations 
were found between IS and the proposed mediator variables, and no significant 
positive correlations were found between IS and PDs/PD traits. There was therefore 
no point in examining whether IS acted through any of the potential mediators.
3.2.4. Hypothesis 6: PDs/PD traits, and specifically Cluster C PDs/PD 
traits will be significantly positively correlated with compliance. As can be seen 
in Table 7, significant positive correlations were found between the GCS and the 
Disclosure modifying index; the GCS and the Avoidant, Depressive, Dependent and 
Masochistic clinical personality patterns; and the GCS and Cluster C PDs. The 
Borderline scale was also significantly correlated with the GCS, but on the
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Spearman’s rho calculation only. With regards to clinical syndromes, significant 
positive correlations were found between the GCS and Anxiety, Dysthymia and Post- 
Traumatic Stress Disorder (PTSD); and the GCS and Major Depression. This means 
that individuals with higher scores on these personality or clinical syndrome 
variables tended to have higher GCS compliance scores.
Table 7
Correlations Between the GCS and MCMI-III (n-77)
MCMI-III scale GCS
MCMI-in Modifying indices
Disclosure .329** (.341**)
Desirability -.348** (-.342**)
Debasement -.333** (.334**)
MCMI-III Clinical personality patterns
Schizoid .014 (-.026)
Avoidant .386** (.371**)
Depressive .247* (.252*)
Dependent .546** (.581**)
Histrionic -.289* (-.284*)
Narcissistic -.477** (-.449**)
Antisocial -.468** (-.513**)
Sadistic -.378** (-.527**)
Compulsive .003 (.023)
Negativistic .107 (.004)
Masochistic .372** (.458**)
MCMI-III Severe personality pathology
Schizotypal .193 (.202)
Borderline .166 (.236*)
Paranoid .067 (.070)
Clusters
Cluster A .119 (.135)
Cluster B -.479** (-.458**)
Cluster C .585** (.561**)
MCMi m  Clinical syndromes
Anxiety .254* (.294**)
Somatoform .188 (.114)
Bipolar: Manic .006 (-.007)
Dysthymia .394** (.355**)
Alcohol Dependence -.159 (-.144)
Drug Dependence -.296** (-.321**)
Post-Traumatic Stress Disorder .272* (.238*)
MCMI-III Severe clinical syndromes
Though Disorder .118 (.040)
Major Depression .288* (.280*)
Delusional Disorder .006 (-.009)
Note: Correlation results are presented in the following format: Pearson’s r (Spearman’s rho). 
*p<.05 **p<.01
A number of significant negative correlations were also found between the 
GCS and the Desirability and Debasement modifying indices; the GCS and the
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Histrionic, Narcissistic, Antisocial and Sadistic clinical personality patterns; and the 
GCS and Cluster B PDs. Regarding clinical syndromes, a significant negative 
correlation was found between the GCS and Drug Dependence. Therefore 
individuals scoring higher on these variables tended to have lower compliance 
scores.
Due to the conceptual overlap between IS and compliance, and as previous 
research has demonstrated the possible influence of some of these variables on 
compliance, correlations between compliance and estimated IQ and age were 
examined (memory was excluded as it is not theoretically related to compliance; 
Gudjonsson, 1989), and Mann-Whitney U tests were conducted to establish any 
gender or ethnicity differences in compliance scores. This non-parametric test was 
selected because the GCS scores were not normally distributed. No significant results 
were found for age, r = -.025 (85),7? = .819, = -.028 (85),7? = .795. However, a
significant negative correlation was found between compliance and estimated IQ 
(Pearson’s r only), r = -.243 (85),/? = .023, rs = -.206 (85),/? = .055. Therefore, 
individuals with lower estimated IQ scores tended to have higher compliance scores.
As previous research, and this study, has found significant negative 
correlations between compliance and IQ, partial correlations and non-parametric 
partial correlations (“Partial rank correlations in SPSS”, 2012) were conducted to 
control for these variables. The correlations in Table 7 were re-run whilst controlling 
for estimated IQ, and examination revealed no substantial changes in strength (see 
Appendix O). Therefore the correlations between compliance and MCMI-III scales 
do not appear to be significantly influenced by estimated IQ. With regards to gender, 
the results of the Mann-Whitney U test indicated that women (Mdn = 14.5) have 
significantly higher compliance scores than men {Mdn = 9), U= 833.5,/? = .004, r = 
.31. No significant differences in compliance scores were found between white and 
non-white ethnic groups, C/= 229.5,/? = .821, r = .02.
3.2.5. Hypotheses 7 and 8: There will be significant positive correlations 
between anxiety and compliance, and self-esteem and compliance. Having 
demonstrated significant correlations between compliance and PDs/PD traits, the 
relationships between compliance and the proposed mediators, self-esteem and 
anxiety, were explored. Table 8 shows that a significant negative correlation was 
found between compliance and self-esteem, meaning that individuals with lower self­
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esteem tended to have higher compliance scores. Significant positive correlations 
were also found between compliance and state and trait anxiety (with a stronger 
relationship between trait anxiety and compliance). Therefore individuals with higher 
state and trait anxiety tended to have higher compliance scores.
Table 8
Correlations Between the GCS, RSES and STAI (n=87)
Variable GCS
Self-Esteem
RSES -.438** (-.453**)
Anxiety
S-Anxiety .234* (.238*)
T-Anxiety .463** (.463**)
Note: Correlation results are presented in the following format: Pearson’s r (Spearman’s rho).
*p<.05 **p<.01
3.2.6. Hypotheses 9 and 10: Any relationship between PDs/PD traits and 
compliance will be mediated by anxiety, and by self-esteem. Prior to conducting 
single mediation analyses to see whether state and trait anxiety and self-esteem 
individually significantly mediated the relationship between Cluster C PDs/PD traits 
and compliance, the relevant correlations were examined. As shown in Tables 7 and 
8 , significant correlations were found between compliance and Cluster C PDs, and 
compliance and anxiety and self-esteem. Correlations between Cluster C PDs and the 
mediators were also examined. Table 9 shows a significant negative correlation 
between Cluster C PDs and self-esteem, meaning that individuals with lower self­
esteem tended to have higher Cluster C PD scores. Significant positive correlations 
between Cluster C PDs and state and trait anxiety indicate that individuals with 
higher anxiety tended to have higher Cluster C PD scores.
Table 9
Correlations Between Cluster C PDs, the RSES and STAI (n=77)
Variable Cluster C PDs
Self-Esteem
RSES -.419** (-.309**)
Anxiety
S-Anxiety .352** (.317**)
T-Anxiety .423** (.358**)
Note: Correlation results are presented in the following format: Pearson’s r (Spearman’s rho). 
*p<.05 **p<.01
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The correlations in Tables 8 and 9 suggest associations between the variables 
which are to be included in the mediation analysis, but the size of the correlations 
indicates that they are tapping distinct as opposed to overlapping constructs.
In order to establish if the shared variance between self-esteem, anxiety and 
Cluster C PDs might be responsible for the relationship between Cluster C PDs and 
compliance, and whether Cluster C PDs were independently adding anything further, 
multiple regression models were examined (Appendices Q and R). These 
demonstrate that in a regression model including state and trait anxiety and self­
esteem as predictors of compliance, the addition of Cluster C PDs as a predictor can 
explain a further 16% of the variance.
Figure 1 shows a diagrammatic representation of the single mediator model. 
The independent variable was Cluster C PDs; the outcome variable was compliance; 
and the proposed mediating variables were self-esteem, state anxiety and trait 
anxiety. The bottom part of the diagram depicts the total effect of Cluster C PDs on 
compliance, denoted by c. In the top part of the diagram, the product a x  b estimates 
the strength of the mediated or indirect effect of Cluster C PDs on compliance; that 
is, how much of the increase in compliance scores that occurs with Cluster C PDs is 
due to Mediatorx (either self-esteem, state anxiety or trait anxiety, independently). 
The c' coefficient estimates the strength of the direct effect of Cluster C PDs on 
compliance; that is, any effect of Cluster C PDs on compliance that is not mediated 
by self-esteem, state anxiety or trait anxiety. The a, 6 , c and c ’ coefficients were 
produced by fitting appropriate regression models as set out by Baron and Kenny 
(1986). The values of the regression coefficients obtained for each of the different 
mediation models are shown in tables 1 0  and 1 1 .
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Mediator.
Cluster C Compliance
ComplianceCluster C
Figure 1. Diagrammatic representation of the total effect (c) of the IV on the DV, 
and the single mediation model illustrating the direct effects (c’) and indirect effects 
(a X b) of Cluster C PDs/PD traits on compliance.
Table 10 shows the results of the single mediation analyses, indicating the 
independent mediating effect of each proposed mediator variable on the relationship 
between Cluster C PDs/PD traits and compliance. For self-esteem (RSES), and trait 
anxiety (T-Anxiety), the 95% CIs do not cross zero which indicates that the indirect 
effects of self-esteem and trait anxiety are significantly different from zero. For state 
anxiety (S-Anxiety), the 95% Cl crosses zero indicating that the indirect effect is not 
significant. The direct effects in both significant mediation models were also still 
significant, suggesting that self-esteem and trait anxiety only partially mediate the 
relationship between Cluster C PDs/PD traits and compliance; they could not fully 
explain the relationship between Cluster C PDs/PD traits and compliance.
All three variables were then included in a multiple mediation analysis, 
allowing the combined effect of these potential mediators on the relationship 
between Cluster C PDs/PD traits and compliance to be established. This indicates 
whether the proposed mediators, in combination, can explain the mediating 
relationship. Multiple mediation analysis also facilitates investigation of the unique 
effects of each mediator, controlling for the other mediators, and makes it possible to 
determine the relative size of the specific indirect effects associated with all 
mediators. Finally, it reduces the likelihood of parameter bias due to omitted 
variables (Preacher & Hayes, 2008). Figure 2 illustrates a diagrammatic 
representation of the multiple mediator model.
143
S-Anxiety
T-Anxiety
Cluster C Compliance
RSES
Cluster C Compliance
Figure 2. Diagrammatic representation of the total effect (c) of the IV on the DV, 
and the multiple mediation model illustrating the direct effects (c’) and indirect 
effects (sum of all a x b) of Cluster C PDs/PD traits on compliance.
Table 11 shows the results of the multiple mediation analysis, indicating 
the combined mediating effect of the three proposed mediator variables on the 
relationship between Cluster C PDs/PD traits and compliance. The 95% CIs for all 
proposed mediators cross zero indicating that none of the proposed mediators 
significantly and independently explain the relationship between Cluster C PDs/PD 
traits and compliance. Again, the direct effect is significant, suggesting that this 
model could not fully explain this relationship. As previous research, and this 
study, has found a low but significant correlation between compliance and IQ, 
estimated IQ was initially controlled for to determine if it has a significant effect 
on the relationship between Cluster C PDs/PD traits and compliance (see Appendix 
R). However, the results indicated no effect of estimated IQ on compliance, so it 
was removed from the final model.
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4. Discussion
This study explored the relationships between PDs/PD traits, IS and 
compliance. It attempted to replicate and expand upon the findings of Gudjonsson 
and Main (2008) who found a significant positive correlation between Cluster C 
PDs/PD traits and compliance, and hypothesised that the main association with 
compliance is through anxiety and low self-esteem. This link was examined using 
mediation analysis. This study also explored whether a similar pattern of results 
might be found between PDs and IS, a related concept to compliance.
This section will summarise and discuss the findings of this study in relation 
to the original hypotheses and previous research, provide a critical evaluation of this 
study, explore potential clinical implications of the research, and discuss future 
research possibilities.
4.1. General Findings
Ninety nine percent of participants reached the threshold for a diagnosis of 
either a PD/PD trait. The most common PDs/PD traits were depressive (63%), 
antisocial (61%), borderline (59%), masochistic (48%), dependent (47%) and 
avoidant (35%). This appears to indicate that PDs/PD traits are highly prevalent 
amongst individuals with a history of substance misuse (93% of this sample) and/or 
homelessness (36% of this sample reported a history of homelessness, and 33% were 
experiencing current housing difficulties). This is consistent with previous research 
(e.g. Welch, 2002; Fazel et al, 2008).
4.2. Interrogative Suggestibility
4.2.1. Hypothesis 1: PDs/PD traits, and specifically Cluster C PDs/PD 
traits, will be significantly positively correlated with IS. The results of this study 
do not support this hypothesis. No significant positive correlations between PDs/PD 
traits on the MCMI-III and IS were found.
This is somewhat surprising considering that previous research has found 
relationships between IS and personality traits, and IS and anxiety and self-esteem, 
and given that a number of PDs are characterised by anxiety and low self-esteem.
This hypothesis was partially based on the results of Gudjonsson and Main 
(2008), who found positive relationships between compliance and various PDs. It 
was felt that due to the conceptual overlap between compliance and IS, these results 
may be replicated in a study of IS. However, this study found a relatively weak
146
positive correlation between the GCS and GSSl TS, r = .212 (85),/? = .048, rs = .229 
(85),p  = .033, and a slightly stronger correlation between the GCS and GSSl Yield 
1, r = .283 (85),/? = .008, rs = .288 (85),/? = .007. This is the same pattern of results 
found by Richardson and Kelly (2004). These small to medium effect sizes provide 
support for the notion that IS and compliance are related, but ultimately reasonably 
distinct concepts. They also suggest that the key components of compliance 
(eagerness to please and the need to protect self-esteem in social interactions; the 
avoidance of conflict and confrontation and fear of people in authority) are more 
related to PDs/PD traits than those of IS (uncertainty, interpersonal trust and 
expectations of success).
It may be that although IS appears to be reasonably stable over time, this is 
more due to the consistency of testing conditions rather than enduring patterns of 
personality. For example, although an individuaTs interpersonal trust may be a 
relatively stable attribute of their personality, uncertainty and expectations of success 
may be more tied to situational factors. The components of compliance on the other 
hand may be more stable aspects of an individual’s personality and behaviour 
patterns.
4.2.2. Hypotheses 2 and 3: There will be a significant positive 
correlation between anxiety and IS, and a significant negative correlation 
between self-esteem and IS. The results of this study do not support these 
hypotheses. It is important to note however that this study measured anxiety prior to 
interrogation and negative feedback. As highlighted by Gudjonsson (2003), this 
would not capture any anxiety resulting from the simulated interrogation or negative 
feedback ('state' anxiety). The procedure adopted in this study may therefore have 
occluded any potentially significant correlations between IS and state anxiety, which 
Gudjonsson (2003) argues is more important in the influence of IS.
These findings are nevertheless in line with those of several other researchers, 
who failed to find significant relationships between IS and neuroticism/anxiety 
(Haraldsson, 1985; Polczyk, 2005; Nurmoja & Bachmann, 2008) and self-esteem 
(Smith & Gudjonsson, 1995; Drake, Bull & Boon, 2008).
4.2.3. Hypotheses 4 and 5: Any relationship between PDs/PD traits and 
IS will be mediated by anxiety, and by self-esteem. These hypotheses were
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not investigated as no significant correlations were found between IS and PDs/PD 
traits or IS and anxiety or self-esteem.
4.3. Interrogative Suggestibility: Additional Findings
4.3.1. IS and PDs/PD traits: Negative correlations. Although there were 
no positive correlations between IS and PDs/PD traits, a number of negative 
correlations were found. These are interesting and warrant further discussion.
Negative correlations of roughly medium effect size (Cohen, 1988) were 
found between Depressive PDs and Yield 1 and TS, indicating that these individuals 
tended to be less suggestible. This is interesting considering the literature pertaining 
to the relationship between depression and IS. For example, MacFarland and Morris 
(1998) split a sample of university students into dysphoric and non-dysphoric groups 
based on Beck Depression Inventory scores (BDI; Beck, Rush, Shaw, & Emery, 
1979). They found that the dysphoric group had significantly higher GSS2 Yield 1 
and Shift scores than the controls. McGroarty and Thomson (2012) also found 
moderate positive correlations between negative emotional states (including 
depression) and all of the GSSl IS measures.
These findings are inconsistent with those observed in this study. However, 
Sigurdsson, Gudjonsson, Kolbeinsson, and Petursson (1994) compared individuals 
with major depression with non-depressed controls using the GSSl and GSS2, and 
found no differences between the groups on Yieldl and Yield2. The authors propose 
that a depressed mood does not appear to increase susceptibility to leading questions 
or affect the reliability of individuals' verbal accounts. The interpretability of these 
findings is limited as all participants with depression were receiving antidepressant 
medication. Considering the conceptual overlap between depressive PD (DPD), 
dysthymia and depression (e.g. Ryder, Bagby & Schuller, 2002) we might have also 
expected to see correlations between IS and these latter two clinical syndromes in 
this study, although this was not the case. However, there are proponents who argue 
that there is an incomplete overlap between these constructs (e.g. Phillips et al.,
1998). Overall, the reasons for this finding remain unclear.
Correlations of approximately medium effect size were discovered between 
Sadistic PDs and Yieldl, Yield2 and TS. However, smaller, non-significant effect 
sizes were obtained using Spearman’s rho calculations, which may indicate that these 
results are being influenced by the distribution of the sample. They should therefore
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be viewed with caution, and further research is needed to clarify these findings.
There is no known literature regarding this construct in relation to IS, however, 
according to Millon (1997), the ‘Prototype’ Sadistic individual is “strongly 
opinionated and close-minded, unbending and obstinate in holding his or her 
preconceptions” (p.38) and ‘interpersonally abrasive’. One could therefore 
tentatively hypothesise that such individuals are unlikely to be overly affected by the 
key components of IS (uncertainty, interpersonal trust and expectations of success). 
They may also be less likely to enter the interrogation with a trusting cognitive set 
due to their purportedly abrasive interpersonal style and ‘hostile mood’, and may be 
more likely to adopt a resistant coping strategy.
There was also a suggestion in the results that PDs/PD traits with an element 
of paranoia, suspicion and distrust of others (Schizotypal, Paranoid, Delusional 
Disorder scales and Cluster A PDs) were negatively correlated with Yieldl. However 
disparities between the Pearson's and Spearman's correlation coefficients indicate 
that further investigation is warranted to fully understand these findings. 
Nevertheless, these results potentially fit with the hypotheses of Gudjonsson and 
Clark (1986), where a suspicious cognitive set is seen to reduce IS.
Another finding, that individuals with Borderline PD tend to be less 
suggestible, is somewhat contrary to theory given the overlap with anxiety and low 
self-esteem, and the findings that anxiety and low self-esteem can increase IS. Again, 
however, there were inconsistencies between Pearson's and Spearman's correlation 
coefficients meaning that further investigation is needed to understand this result.
4.3.2. IS and clinical syndromes. Correlations between Alcohol 
Dependence syndrome and Yieldl, Yieldl and TS were found, with small to medium 
effect sizes; a correlation between Drug Dependence syndrome and Yieldl was also 
found, with an approximately medium effect size. Although previous research has 
investigated the relationship between alcohol/opiate withdrawal and alcohol 
intoxication and IS (see ‘Method’ section 2.2.), participants in this study were neither 
intoxicated nor in withdrawal, meaning that it is not possible to draw comparisons. 
This is an interesting finding, and further exploration of the data was undertaken to 
help explain these relationships.
Investigation of the individuals with presence or prominence of Alcohol 
Dependence and/or Drug dependence syndrome indicated high mean scores for
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Antisocial PD (86.95 and 87.91 in the alcohol and drug dependent groups, 
respectively), and 75% of each group met the trait threshold for Antisocial PD. 
Indeed, Leavitt (1997) found a negative correlation between TS on the GSS2 and the 
Psychopathic Deviate Scale (antisocial PD) on the Minnesota Multiphasic 
Personality Inventory (MMPI-2; Hathaway & McKinley, 1991). It was suggested 
that traits such as a mistrust of people might defend against suggestive influences, 
which is consistent with the Gudjonsson-Clark model (1986). It is also interesting to 
note that when correlations between the GSS and MCMI-III were examined for these 
two groups alone, significant negative correlations of medium to large effect sizes 
emerged between the Paranoid scale and Yieldl, r = -.548 (47),/? <.001, rs = -.429 
(47),/? = .002; Yield2, r = -.488 (47),/? <001, rs = -.394 (47),/? = .005; and TS, r  = - 
.448 (47),/? <001, rs = -.361 (47),/? = .011. Together, these results appear to 
indicate that in this study, individuals with Alcohol and Drug Dependence 
syndromes are less suggestible, perhaps partly due to a more suspicious cognitive set.
4.3.3. IS and memory and estimated intelligence. The results of this study 
confirm those of previous researchers who have found a significant relationship 
between memory and IS (e.g. Gudjonsson & Singh, 1984; Polczyk, 2005). This 
supports the Gudjonsson-Clark model (1986), which contends that individuals likely 
experience higher levels of uncertainty if memory of the event is poor, leading to 
increased IS. The fact that correlations were with Yieldl also supports Gudjonsson’s
(2003) supposition that Yield scores are more influenced by memory than Shift 
scores. This study provides limited support to the research demonstrating a 
significant relationship between IS and estimated IQ.
4.4. Compliance
4.4.1. Hypothesis 6: PDs/PD traits, and specifically Cluster C PDs/PD 
traits will be significantly positively correlated with compliance. Results of the 
correlation analyses support this hypothesis. Five of the 14 (36%) PDs had a 
significant positive correlation with the GCS. These results are broadly in line with 
those of Gudjonsson and Main (2008), who also found significant positive 
correlations between the GCS and the Avoidant, Dependent, Masochistic and 
Borderline MCMI-III PD scales. It is argued that these PDs have the strongest 
theoretical link with compliance due to their association with trait anxiety 
(Gudjonsson & Main, 2008). For example, Aluja, Cuevas, Garcia and Garcia (2007)
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looked at the relationships between the five dimensions of Zukerman’s personality 
model and the 14 PD scales of the MCMI-III. Linear multiple regression indicated 
that Zukerman’s neuroticism-anxiety dimension was the strongest predictor of the 
MCMI-III Avoidant, Dependent, Negativistic, Masochistic, Schizotypal, Borderline, 
Paranoid and Depressive scales, as well as Cluster C PDs overall. Meta-analyses by 
Ostendorf (2000) and Saulsman and Page (2004) support these results, finding that 
disorders typified by emotional distress demonstrate positive relations with 
neuroticism (e.g.. Paranoid, Schizotypal, Borderline, Avoidant, and Dependent).
Like Gudjonsson and Main (2008), this study found that the GCS correlated 
most highly with the Avoidant and Dependent scales. Examination of the 
‘prototypes’ of these PDs supports the supposition that such individuals are likely to 
be more compliant; for example. Avoidant individuals aim to protect their self­
esteem in social situations by maintaining distance and privacy, and Dependent 
individuals tend to avoid social tension and interpersonal conflict. These tendencies 
map on to the two key components of compliance.
However, this study did not find significant positive correlations between the 
GCS and the Schizotypal or Negativistic MCMI-III PD scales as observed in 
Gudjonsson and Main’s (2008) study, but instead found significant positive 
correlations between the GCS and the Depressive scale. This is consistent with the 
results of Aluja et al. (2007).
4.4.2. Hypotheses 7 and 8: There will be significant positive correlations 
between anxiety and compliance, and self-esteem and compliance. The results of 
this study confirm these hypotheses. This is in line with the findings of a number of 
previous research studies (e.g. Gudjonsson 1989,1997; Gudjonsson et al., 2002, 
2008, 2011).
4.4.3. Hypotheses 9 and 10: Any relationship between PDs/PD traits and 
compliance will be mediated by anxiety, and by self-esteem. The results of this 
study partially support these hypotheses. The direct effect nevertheless remained 
significant, indicating that self-esteem and trait anxiety only partially mediate the 
relationship between Cluster C PDs and compliance. State anxiety was not found to 
be a significant mediator. When these variables were entered into a multiple 
mediation model together, however, none of them could significantly and 
independently explain the relationship between Cluster C PDs and compliance.
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Further investigation suggests that although preliminary investigations 
revealed no perfect multicollinearity, the above finding is likely to be due to the 
strong correlation between trait anxiety and self-esteem, r = -.820 (85),/? <.001, rs = 
-.828 (85),/? <.001. The results fi*om other cross-sectional studies confirm this 
finding, demonstrating medium to strong negative correlations between anxiety and 
self-esteem (Lee & Hankin, 2009; Riketta, 2004; Watson et al., 2002, cited in 
Sowislo & North, 2013). However, the multiple mediation model explained some of 
the variance in the relationship between Cluster C PDs and compliance, although 
again, it could not fully explain this relationship. It is likely that other variables act as 
mediators in the relationship between Cluster C PDs and compliance. Further 
research is necessary to explore this.
4.5. Compliance: Additional Findings
4.5.1. Compliance and PDs/PD traits: Negative correlations. Unlike 
Gudjonsson and Main (2008), this study revealed significant negative correlations of 
medium to large effect sizes between compliance and the Sadistic, Histrionic, 
Narcissistic and Antisocial and PD, and Cluster B PDs (comprised of the latter three 
PDs). Considering the key components of compliance (eagerness to please and the 
need to protect one’s self-esteem in social interactions; and avoidance of 
conflict/confrontation and fear of people in authority), and the characteristic traits of 
these PDs, it is perhaps not surprising that these personality types tended to be less 
compliant. According to Millon’s (1997) ‘prototypes’. Sadistic individuals are 
interpersonally abrasive, hostile in mood and undaunted by danger and punishment; 
Narcissistic individuals have a strong sense of self-worth and superiority, and tend to 
be interpersonally exploitative; and Antisocial individuals tend to see themselves as 
fi^ ee fiom social constraints or personal loyalties, and are callous and aggressive in 
mood. This finding is interesting and will be discussed further with regards to 
clinical implications.
4.5.2. Compliance and clinical syndromes. With regards to the clinical 
syndromes, like Gudjonsson and Main (2008), this study found that both Anxiety and 
Dysthymia were significantly positively correlated with compliance, with 
approximately medium effect sizes. The finding relating to Anxiety provides further 
support for the other significant positive findings in this study in terms of the PDs 
and the STAI. The significant relationship between Dysthymia and compliance is
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also in line with the finding relating to Depressive PD. Furthermore, a significant 
positive relationship between Major Depression and compliance was observed. 
Depressive PD, Dysthymia and Major Depression are related constructs (Hirschfeld, 
1994), and may be linked to compliance through their connection to anxiety.
PTSD was found to have a significant positive correlation with compliance, 
albeit with a small to medium effect size. It is possible that again this relationship is 
explained by the overlap with anxiety; individuals with PTSD may suffer firom 
persisting symptoms of anxious arousal, and evidence avoidant coping techniques 
(Millon, 1997).
Furthermore, Drug Dependence and Alcohol Dependence demonstrate 
negative relationships with compliance, although only the Drug Dependence 
correlation reached statistical significance, with a medium effect size. The reason for 
this relationship is unclear, although as with IS, it may be the case that this finding is 
a result of the high level of Antisocial PD evident in this group of individuals.
The results of this study also confirm the significant positive relationship 
between compliance and the Disclosure scale previously found by Gudjonsson and 
Main (2008). This will be discussed further with regards to clinical implications.
4.5.3. Compliance, estimated IQ and gender. This study provides support 
for the small but significant relationship between compliance and intelligence, as 
found by previous research (e.g. Gudjonsson, 1989,1990).
Interestingly, a gender difference in compliance scores was found, with 
women demonstrating significantly higher scores on the GCS than men. This is in 
line with the results of Gudjonsson and Sigurdsson (2003), who also found women to 
be significantly more compliant than men. However, the authors found that these 
differences disappeared once self-esteem was controlled for, indicating that the 
significantly lower levels of self-esteem the female sample were responsible for this 
effect. Further exploration of the data from this study revealed that differences in 
self-esteem, anxiety or estimated IQ could not account for this significant gender 
effect; the reasons for this difference therefore remain unclear. However, the sample 
of female participants in this study is small («=16) so these results should be 
interpreted with caution.
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4.6. Comparison of IS and Compliance Findings
As we have seen, a generally very different pattern of results emerged for IS 
and compliance, and it would appear that compliance is more related to PDs/PD 
traits than IS. Possible reasons for this have been discussed in section 4.2.1. There 
are nevertheless some consistencies in the results between these constructs; Sadistic 
individuals were found to be both less suggestible and less compliant, as were 
Drug/Alcohol Dependent individuals. Interestingly, however. Depressive individuals 
were found to be less suggestible but more compliant. The reasons for this are 
unclear, although it may be that low self-esteem/anxiety renders this group more 
prone to complaint behaviour. Decreased IS may be due to lower expectations of 
success, and lower interpersonal trust. Indeed research has found a negative 
correlation between interpersonal trust and depression (Lester & Gatto, 1990).
4.7. Critical Evaluation
4.7.1. Sample. Due to the apparently high levels of Axis I and Axis II 
disorders present in this sample, the high levels of self-reported current/past mental 
health difficulties, and the high numbers of participants reporting a criminal history, 
it could be argued that this sample is broadly comparable to samples used in the 
previous research, recruited from clinical/forensic settings. This sample is much less 
likely however to be readily comparable to those studies utilising student 
populations, and the specific nature of the sample also undoubtedly limits the clinical 
applicability and generalisability of the findings to the population as a whole.
The sample used in this study had a disproportionate number of male to 
female participants, and the majority were White British, unemployed and likely to 
occupy low socioeconomic positions. The sample was not therefore representative of 
the general population; however it could be argued that this is the demographic 
(aside from ethnicity) most likely to be involved in a police interrogation situation.
The size of this sample was relatively small (although larger than a number of 
the previous studies reviewed), and ten participants had to be excluded from the 
MCMI-III analyses due to invalid profiles on this measure. This meant that the study 
was slightly underpowered for some analyses (76% power compared to 80% power). 
With regards to mediation, the sample size means that any analysis would be 
unlikely to detect a small indirect effect. This may explain why no indirect effect was
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found for state anxiety. However, the significant results for trait anxiety and self­
esteem indicate that power was sufficient to detect these indirect effects.
4.7.2. Measures. Self-report measures remain the most popular form of 
assessment within the field of psychology, and possess a number of advantages such 
as practicality and richness of information (Paulhus & Vazire, 2007). However, the 
use of self-report measures raises concerns regarding issues such as socially desirable 
responding and the effect of current emotional states on trait-based measures. Section
4.9.2. further outlines concerns in this study about socially desirable responding. 
Relatively high levels of Debasement in this study (31% scored above the cut off of 
75) are also a cause for concern, indicating that these individuals have presented with 
greater levels of difficulties than may be the case. It is therefore important to 
interpret the findings of this study with some caution, due to possible over-reporting 
or under-reporting of symptoms.
As this study used the MCMI-III in isolation, rather than alongside the 
evaluation of clinical data and judgement, it is not possible to reliably interpret the 
score thresholds as indications of definite PD. This must be borne in mind when 
considering the findings.
This study used the TOPF-UK to estimate participants’ FSIQ, however the 
use of a more comprehensive testing battery would likely provide a more accurate 
reflection of participants’ current intellectual abilities. For example, the Wechsler 
Adult Intelligence Scale -  Fourth Edition (WAIS-IV; Wechsler, 2008) or the 
Wechsler Abbreviated Scale of Intelligence (WASI; Wechsler, 1999) would be 
preferable. The TOPF was selected for use due to its very short administration time; 
the much longer administration times of the WAIS-IV, or even the WASI, were 
deemed impractical for use in this study. It is possible that this may explain why this 
study did not replicate the results of previous research in terms of the significant 
relationship between IS and intelligence.
4.7.3. Methodology and analysis. This study administered the STAI before 
the simulated interrogation procedure, meaning that any state anxiety related to this 
will not have been captured. This may explain the lack of significant correlations 
between IS and state anxiety, which is contrary to past research studies. Future 
research studies should ideally administer the STAI state anxiety measure twice; 
prior and subsequent to the interrogation.
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This study utilised a correlational design, meaning it is not possible to infer 
cause and effect. The results therefore suggest particular relationships between 
variables, but are unable to determine if or how these variables might interact or 
bring about change in one another.
The number of correlations calculated in this study means that there is an 
increased risk of type I errors, or false positives. Although it is possible to implement 
statistical methods such as the Bonferroni correction to reduce this risk, careful 
consideration was given to this issue in this study, and it was decided not to 
undertake such a correction. The Bonferroni correction is conservative; particularly 
where large numbers of tests are involved, and/or the test statistics are positively 
correlated. The Bonferroni correction also increases the probability of type II errors, 
or false negatives, meaning that the power to detect a significant effect where there is 
one is considerably reduced. When conducting a large number of significance tests, 
as in this study, this can result in particularly large critical values, meaning that only 
effects of a large size would be able to be detected (Pemeger, 1998). In this study, 
the risk of missing any real effects was deemed to be more important to control than 
the risk of falsely rejecting the null hypothesis. It is hoped that the theoretical 
underpinning adopted when interpreting all results will add weight to the findings.
4.8. Clinical Implications
This study did not identify any PDs/PD traits or clinical syndromes related to 
increased IS. Neither did it identify any relationship between IS and anxiety or low 
self-esteem. These results present a challenge to Gudjonsson and Clark’s (1986) 
theoretical model of IS, which hypothesises that suggestibility is related to certain 
personality variables, including low self esteem and anxiety. Additional studies are 
needed, however, and the various limitations considered above, such as 
over/underreporting of symptoms, may have impacted on the findings and the power 
of this study to detect any real effects. These results therefore cannot be taken as 
definitive evidence that individuals with PDs/PD traits are not at risk of increased 
levels of IS. Further research using larger samples, and ideally, clinically confirmed 
diagnoses, is needed in this area. Nevertheless, this study largely replicated the 
results of Gudjonsson and Main (2008), finding positive relationships between 
compliance and PDs, anxiety and low self-esteem; this adds weight to the these
156
negative findings with regards to IS, suggesting that they are unlikely to simply be 
anomalous or the result of various types of error.
Several PDs and clinical syndromes were found to be related to decreased IS. 
These results require replication to allow any further interpretations to be made with 
confidence. It is nevertheless intriguing to consider the possibility that individuals 
with particular PDs and clinical syndromes might be more resistant to the effects of 
pressure and/or negative feedback, which could potentially be protective in an 
interrogative situation.
With regards to compliance, the results of this study provide further evidence 
for the relationship between particular PDs and clinical syndromes and compliance, 
and also anxiety and self-esteem. Those individuals with Cluster C PDs/PD traits, or 
Masochistic, Borderline and Depressive personalities, may be at increased risk of 
providing inaccurate testimony or false confession during an interrogative situation. 
Individuals suffering from anxious or depressive clinical syndromes, PTSD, high 
anxiety and/or low self-esteem may similarly be vulnerable. Increased compliance 
may also render such individuals more vulnerable to being pressured/coerced by 
others into committing offences. However, on the basis of this evidence, and that of 
only one other study, such conclusions are perhaps premature.
Nevertheless, it is important that research in this area continues, as it can have 
important implications for police interrogation and criminal prosecution procedures. 
For example, Gudjonsson, Sigurdsson, Bragason, Einarsson and Valdimarsdottir
(2004) highlight that the self-report nature of the GCS means that findings relating to 
compliance can be criticised when presented in court, as it is argued that the items 
are somewhat transparent and therefore may be open to malingering. In such 
situations it becomes imperative to be able to substantiate defendants’ high 
compliance scores; one way this can be achieved is through the examination of test 
results measuring constructs associated with compliance. Therefore, knowing that 
particular PDs/PD traits, clinical syndromes, high levels of anxiety and low self­
esteem are correlated with compliance becomes an important means of corroborating 
high GCS scores (Gudjonsson et al., 2004). From a different perspective, high levels 
of compliance in such individuals could be viewed as an opportunity to be capitalised 
on. For example, it may be possible to utilise this trait in a positive and constructive
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way in treatment programmes aimed at reducing rates of reoffending (Gudjonsson & 
Main, 2008).
This study also revealed a positive relationship between compliance and 
disclosure, whereby more compliant individuals appear to be more open and self- 
revealing. Gudjonsson and Main (2008) also found this result, and identified possible 
implications in terms of facilitating an easier assessment process with such 
individuals. With regards to forensic populations, this may be particularly beneficial 
in terms of accurate risk assessment. Gudjonsson and Main (2008) tentatively 
suggest that such individuals may additionally be more likely to be forthcoming in 
police interviews. This may have implications with regards to the likelihood of false 
confessions, however, as well as true confessions. Although Gudjonsson and Main 
(2008) highlighted these implications in relation to mentally disordered offenders, 
the sample used in this study also had a high number of individuals with a self- 
reported history of criminal convictions (70%); over half also reported experiencing 
mental health difficulties currently (55%), and 72% reported that they had 
experienced mental health difficulties in the past.
Finally, this study revealed negative relationships between particular PDs and 
clinical syndromes and compliance. Those individuals with Cluster B PDs, or 
Sadistic and Masochistic personalities, appear to be less compliant. However, 
Gudjonsson and Main (2008) highlight information that would warn against 
interpreting this as perhaps reducing the likelihood of false confessions in such 
individuals. They point out that “people with antisocial PDs often have disregard for 
the consequences of their behaviour and may make false confessions when it suits 
their short-term objectives” (p. 187). This should be borne in mind in cases of 
disputed confessions where PD is an issue.
4.9. Future Research
4.9.1. Interrogative suggestibility. This study is one of very few to 
investigate the relationship between PDs and IS. The absence of any significant 
positive correlations between IS and the various MCMI-III scales is interesting, and 
further research utilising larger, more representative samples, and participants with 
PD diagnoses confirmed through clinical judgement would be beneficial.
4.9.2. Compliance. It is important to consider and explore what the omitted
158
mediators in the relationship between Cluster C PDs and compliance might be (Zhao 
et ah, 2010). One possibility is an individual’s coping strategy in the face of the 
interrogation. Gudjonsson and Clark’s (1986) theoretical model of IS posits that it is 
this coping style that is crucial in determining how suggestible they are. A study by 
Gudjonsson (1988) found that avoidance coping was related to high levels of IS, 
whereas active cognitive and behavioral coping methods were associated with low 
levels of IS. These findings may also be relevant to compliance, where Gudjonsson 
and Sigurdsson (2003) contend “It would be expected that people who are prone to 
being compliant are prone to use dysfunctional coping strategies when confronted 
with a demand fi*om others in a stressful situation” (p. 118).
Indeed, Gudjonsson and Sigurdsson (2003) used the COPE Scale (Carver, 
Scheier, & Weintraub, 1989) to measure the coping strategies of students (« = 424), 
and found Denial and Behavioral disengagement (withdrawal) to be most strongly 
correlated with compliance. Results of a multiple regression analysis demonstrated 
that low self-esteem and Denial coping were the best predictors of compliance.
Denial coping was furthermore related to compliance independently of self-esteem, 
despite the fact that low self-esteem correlates significantly with both compliance 
and dysfunctional coping. When we consider the likely characteristics of individuals 
with Avoidant and Dependent PDs/PD traits (most strongly correlated with 
compliance according to the research findings), it appears plausible that they may 
adopt these coping styles. Avoidant individuals may adopt avoidance/denial coping 
procedures due to their reliance on avoidance, escape and fantasy when faced with 
stressful situations (Millon, 1997); similarly Dependent individuals may “water 
down objective problems and smooth over troubling events” (Millon, 1997, p.32) 
meaning that they may adopt the denial coping mechanism and ‘pretend that 
everything is all right’ (Gudjonsson & Sigurdsson, 2003).
Other potential mediators may include eagerness to please/social desirability, 
which is implicated in affecting compliance (Gudjonsson, 1989). Again, individuals 
with Avoidant and Dependent PD/PD traits are likely prone to these characteristics; 
Avoidant individuals may have a desire for affection, and are particularly sensitive to 
and fearful of criticism and disapproval (Millon, 2997), and Dependent individuals 
may seek reassurance and approval fiom others, and fear abandonment (Millon, 
1997). In his original study using the GCS, Gudjonsson (1989) found a low but
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significant relationship between compliance and social desirability as measured by 
the Marlowe-Crowne Social Desirability Scale (Crowne & Marlowe, 1960). 
However, other studies have failed to confirm this finding (Birgisson, 1996; 
Gudjonsson & Sigurdsson, 2003). In this study however a significant negative 
correlation was found between compliance and the Desirability modifying index on 
the MCMI-III, r = -.348 (85),/? = .002, rs = -.342 (85),/? = .002. This means that 
individuals with higher Desirability scores demonstrated lower compliance. This is 
contrary to what we might expect given the theoretical basis of compliance. It is 
possible in this study, that a social desirability bias may have influenced the scores 
on the self-report measures including the GCS. It may be the case that individuals 
perceived it as negative, embarrassing or perhaps weak to endorse items indicating 
compliance.
A similar phenomenon may also have been present regarding the RSES, 
where a significant positive correlation was found between self-esteem and the 
Desirability index, r = .781 (75),/? <.001, rs = .798 (75),/? <.001. This means that 
individuals with higher self-esteem exhibited higher social desirability scores. Again 
this is contrary to expectations, as one would assume that individuals with lower self­
esteem would display a greater want for social acceptance. For example, Nurmoja 
and Bachmann (2008) found that individuals with low self-esteem were more 
inclined to respond in a socially desirable manner. Again, it may be that individuals 
perceived it as negative, embarrassing or weak to endorse items indicating low self­
esteem. Research has shown that people tend to present themselves in a more 
desirable manner when people of importance or authority are present, and when in 
the presence of people they might not know and normally interact with (Tourangeau 
& Yan, 2007). This may be due to concern about the person reading the results being 
disapproving of them (Tourangeau & Yan, 2007). This may have been compounded 
in this study by the fact that I read the self-report questionnaires aloud to some 
participants with poorer reading skills; perhaps saying their response aloud 
multiplied this effect.
4.10. Conclusions
The constructs of IS and compliance continue to be relevant within applied 
forensic settings where they may act as a vulnerability and compromise the reliability 
of testimony. In order to minimize the likelihood of false confessions and wrongful
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convictions, it is important that we have a comprehensive understanding of the key 
individual differences that may influence these traits.
This was the first known study to investigate the relationship between IS, 
compliance and PDs/PD traits. In contrast to expectations and hypotheses formed on 
the basis of previous research and theory, none of the PDs or clinical syndromes 
investigated were associated with increased IS, although negative relationships were 
observed between IS and several PDs/PD traits and clinical syndromes. It may be 
that these negative relationships are a result of elements of paranoia, suspicion and 
distrust of others, which are antithetical to IS. No firm conclusions can be made on 
the basis of this study alone, however the results are inconsistent with, and present a 
challenge to, Gudjonsson and Clarks’s (1986) theoretical model of IS.
With regards to compliance, this study largely replicated the results of 
Gudjonsson and Main (2008), and found that compliance was positively related to a 
number of PDs/PD traits, and Cluster C/Avoidant and Dependent PDs in particular. 
Significant positive relationships between compliance and anxiety and self-esteem 
were also evidenced, as expected. The possibility that the key link between 
compliance and these PDs was through anxiety and low self-esteem was explored 
using mediation analysis, and although both constructs proved to be partial 
mediators, a proportion of the variance remains unexplained. Ideas for further 
research here have been described. Interestingly, a number of negative relationships 
between compliance and PDs were also observed. It would appear that these 
relationships are a result of a generally antisocial element, which is contrary to the 
key components of compliance.
Overall, this study has revealed some intriguing findings; the explanations for 
all of these results are not yet clear, and further research is needed. It would seem 
however that the key components of compliance are more related to PDs/PD traits 
than those of IS. Some important implications with regards to the potential 
vulnerability of individuals with certain personality styles or clinical syndromes, the 
corroboration of evidence regarding high compliance scores, and the possible utility 
of high compliance scores in offender treatment settings, have been outlined. A 
number of limitations to this study have also been discussed, and it is hoped that 
future research may go some way to addressing these concerns.
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Appendix A
Participant Information Sheet
HOW DO PEOPLE REMEMBER EVENTS?
A Research Study Investigating Factors th at Influence Recall
Introduction
My n am e is Kay Chick and I am  a Trainee Clinical Psychologist at th e  University o f  Surrey, 
based  in Guildford. Here, I am  undertaking a th ree-year  p ostgrad u ate training program m e  
in clinical psych ology . As part o f  m y training I have to  con d u ct research  w ith  m em b ers o f  
th e  public.
W hat is th e  study about?
I am  researching into th e  various factors th at m ay in fluence individuals' recall o f  ev e n ts , 
and I w ould  be gratefu l if you  w ould  help  m e w ith th is by taking part in m y study.
A num ber o f  d ifferen t factors m ay im pact upon m em ory recall, for exam p le, an xiety  and  
oth er  individual characteristics such as personality. This study will m easu re several o f  th e se  
d ifferen t factors that m ay in fluence recall. W e h op e that th e  findings from  th is research  will 
help add to  th e  existing k n ow ledge b ase in th is area.
Do I have to  take part?
No, taking part in th is study is entirely  up to  you . To help  you  d ecid e  w h e th er  or n ot to  take  
part, you  can talk it over w ith  friends, fam ily, co lleagu es , health  p rofession a ls and so  on . 
You can also  con tact m e for further inform ation  and I w ould  be happy to  a n sw er any  
queries. My con tact deta ils are at th e  end .
Even if you  agree to  take part, you  can c h o o se  n o t to  an sw er any o f  th e  q u e stio n s  or you  
can w ithdraw  from  th e  study at any tim e w ith ou t giving a reason  W h eth er or n o t you  
d ecid e  to  take part in th is research , your d ecision  will have no e ffe c t  on  your care or  
trea tm en t.
W hat will I have to  do?
You will first be asked to  co m p lete  a very sh ort reading exerc ise , and a brief q u estion n a ire  
asking for so m e  basic inform ation such as age, gen d er, em p lo y m en t sta tu s and any o th e r  
m ental health  or m edical con d ition s you  m ay have currently or have had in th e  past. T h ese  
should  take approxim ately 15 m in u tes to  co m p lete . O nce th e se  have b een  co m p leted  w e  
you will be read a short story and asked to  recall as m uch o f  th is as you  can. You will th en  
be asked to  co m p lete  five o th er  paper-and-pencil q u estion n aires. The w h o le  p rocess should  
take b e tw e e n  4 5  m in u tes to  1 hour 15 m in u tes in tota l.
Everyone who takes part in the study will either receive £2, or a voucher to buy £2 worth 
of goods/services. Alternatively a contribution of £2 will be made to the service for each 
person who participates. How the £2 is given will be agreed with the staff at the service 
you currently attend to receive support.
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In order to  redu ce th e  p otentia l in con ven ien ce for you , I will en d eavou r to  m e e t  w ith  you  at 
th e  site  o f  th e  service you currently a tten d  to  receive support, at a tim e m ost convenient 
for you . This m ean s th at you  will n ot have to  travel an yw h ere to  participate in th e  study.
How do I agree to  take part?
You will be asked to  sign a C onsent Form, to  say th at you  have u n d erstood  w h at th e  
research  is all ab ou t and that you  have had th e  ch an ce to  ask m e any q u estio n s first. The 
C onsent Form also  says th at all in form ation ab ou t you  is kept con fidentia l in accord ance  
with th e  Data P rotection  Act 1998 .
D oes w h at I say g e t shared w ith anyone else?
W hat you  say  will rem ain con fidentia l. Your an sw ers will on ly  be se e n  by m yself, and 
a n oth er  stu d en t w h o  will help  m e to  score th e  q u estion n aires. Your n am e and all personal 
d eta ils ab ou t you  will be kept an on ym ou s. This includes any inform ation ab ou t w h ere  you  
live, your real nam e, your age, gen d er, ethnicity , e tc  -  or any o th er  inform ation th a t w ould  
identify you  personally.
Research is a lw ays su pervised  by s o m e o n e  sen ior  to  m e, so  m y research su pervisor m ay  
have a ccess  to  th e  inform ation ab out you  during th e  research  study. Supervision is to  help  
m e en su re I am  con d uctin g  th e  research  properly and according to  eth ical gu id elin es. Your 
real nam e w ould  n ot be used  during th e se  se ss io n s  and I w ould  use a n um ber to  identify  
you . My supervisor's n am e and con tact d eta ils are at th e  en d .
No o th er  clinical p rofessionals involved in your care will have a ccess  to  th e  in form ation  you  
give m e during th e  research. H ow ever, if I d ev e lo p  con cern s ab ou t your w ell being at any  
tim e during participation in th e  research , it will be m y duty o f  care to  inform  your key  
w orker o f  this.
All in form ation  gath ered  during th is research  stud y will be stored  secu rely  in a locked filing 
cab in et at th e  University o f  Surrey, in accord an ce w ith th e  Data Protection  Act 1 9 9 8  and  
will be d estroyed  a fter  five years.
W hat happens w hen th e  research study is com pleted?
R esearch tak es tim e, o ften  years, to  co m p lete . By th en  you  m ay have forgo tten  a b o u t it! 
But m yself and m y supervisor will be seek in g  to  publish th e  findings o f  th e  research. 
S o m etim es w e  p resen t our research  findings at m eetin g s (for in stance, at serv ice users' and  
carers' su pp ort groups or con feren ces). Again, all personal d eta ils  ab ou t you  will be kept 
con fidentia l (your real nam e, your age, gen d er, w h ere you  live, etc ), and no o n e  will be ab le  
to  identify w h o  you are.
Reports o f  research are o ften  published in acad em ic journals, w hich th e  gen era l public 
d on't ten d  to  se e . I can sen d  you  a brief sum m ary o f  th e  research  findings or co p ie s  o f  any  
articles in w hich th e  research  is published. It is e stim a ted  th a t th is p iece  o f  research  will be  
com pleted by approxim ately S ep tem b er 2013. You can visit th e  University o f  Surrey library 
as a day visitor if you'd  like to  read any o f  th e  journals (you w on 't be able to  take any books  
or publications aw ay w ith you , h ow ever). I can you  give you  inform ation  ab ou t h ow  to  do  
th at if you  w ould  like.
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What are the benefits of taking part?
While you may not see  any im m ediate benefit in taking part, you will be contributing to an 
important piece o f research that will hopefully help to  improve th e knowledge base in this 
area. As a result o f  this research recom m endations may be m ade for improving the  
treatm ent and services o f  others in the future. Because w e very much value your tim e, 
everyone w ho participates in th e study will also be given £2 (or an equivalent voucher or 
donation to  the service) as a token o f  our appreciation.
Are there any downsides of taking part?
You may find som e o f  th e questions quite personal. I am not being intrusive by asking th ese  
questions, as they are needed for my research. If you find a question to o  personal or 
upsetting in any way, you don't have to answ er it. W e can also take a break at any tim e 
during the session or decide not to  carry on with it. If you find that answering any o f the  
questions brings up upsetting feelings or m em ories and you would like som e support 
afterwards, then I can spend som e tim e afterwards with you or you can contact your GP. 
You can also g et support by calling th e Samaritans on 08457 90  90  90 or th e SANE Helpline 
on 0845 767 8000.
What if there is a problem?
If you have any concerns about any aspect o f th e  w ay you have been treated during the  
course o f the research study, then  you can contact my Supervisor. His nam e is Paul Davis, 
and you will find his contact details at the end o f the information sh eet.
Has the research been approved by any committee?
The study has received a favourable ethical opinion by the Faculty o f Arts & Human 
Sciences at the University o f  Surrey Ethics Com m ittee.
I hope I have answ ered all o f  your questions about the research study, but p lease fee l to  
ask m e anything else  that I have not covered. My contact details and th ose  o f my supervisor 
are below.
Thank you for taking the time to consider participating in this study.
I look forward to hearing from you.
Research being conducted by;
Kay Chick, Trainee Clinical Psychologist
Departm ent o f Psychology, Faculty o f Arts and Human Sciences
University o f  Surrey, Guildford, Surrey GU2 7XH
Tel: 01483 683076 (M ondays and Tuesdays; p lease leave a m essage if I am not available) 
Email: K.Chick@surrey.ac.uk
Supervised by;
Dr Paul Davis, Academic and Clinical Tutor, Doctorate Course in Clinical Psychology
Departm ent o f Psychology, Faculty o f Arts and Human Sciences
University o f  Surrey, Guildford, Surrey GU2 7XH
Tel: 01483 686863
Email: P.E.Davis@surrey.ac.uk
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Appendix B
Participant Consent Form
Consent Form
Research Study: Factors Influencing Individuals' Recall of Events
I understand that my participation in this research study is voluntary and that I am 
free to withdraw from it at any tim e w ithout having to  give a reason. Should I 
withdraw from the study, this will not affect any treatm ent that I or my family are 
receiving.
I have read and understood the Participant Information Sheet supplied and have 
had the opportunity to consider the information, ask any questions and have had 
th ese  answered satisfactorily. I have been given a full explanation by the  
researcher about th e  nature and purpose o f the study and o f what I will be 
expected  to  do. I have been advised about any potential effects on my w ellbeing, 
and how  th ese  can be supported. I agree to  let th e researcher know im m ediately if 
I feel distress or discom fort or feel unwell in any way during th e research.
I understand that all personal information about me is held and processed in the  
strictest confidence, and in accordance with the Data Protection Act 1998. I agree 
that the results o f the research can be used in any way, as long as my anonym ity is 
preserved.
Name o f participant: 
Signature:
Date:
Name o f researcher;
Signature:
Date;
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Appendix C
Participant Demographic Information Sheet
Participant initials: 
A ge:________
Gender:
Ethnicity
Male Female □
W hite
British
Irish
Any other W hite background 
Mixed
W hite and Black Caribbean 
W hite and Black African 
W hite and Asian 
Any other Mixed background
Asian or Asian British
Indian
Pakistani
Bangladeshi
Any other Asian background 
Black or Black British
Please specify:
Please specify:
Please specify:
African
Caribbean
Any other Black background Please specify:
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Chinese or other ethnic group
Chinese
Any other ethnic group Please specify:
Employment Status
Full-time, paid work
Part-time, paid work
Voluntary/unpaid work
Looking after hom e/fam ily
Student
Retired
Unem ployed
Long term sick/disabled
Other
Please specify_
Housing Status
Owner-occupier
Renting -  Local authority
Renting -  Housing association
Renting -  Priyate landlord
In drug treatm ent, detox, or drug program housing
In housing for persons with m ental health problem s
H om eless
Other
Please specify_
Psychiatric History
Haye you experienced m ental health difficulties?
In the past? Yes □  NO □
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Please specify (including any diagnoses received from m ental health professionals, and any 
treatm ent received including medication):
Currently? Yes  ^  ^ No  ^ ^
Please specify (including any diagnoses received from mental health professionals, and any 
treatm ent received including medication);
Criminal History
Do you have any criminal convictions?
Yes I 1 No I 1
Please specify:
Drug/Alcohol Use
Current? Yes  ___   No___ _ __ _□ □
Please specify (including substances used and amount);
Past? Yes  ^  ^ No  ^ ^
Please specify (including substances used and amount):
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Appendix D
Favourable Ethical Opinion from the Faculty of Arts & Human Sciences at the 
University of Surrey Ethics Committee
UNIVERSITY OF
SURREY
Dr Adrian Coyle
C hair Faculty o f Arts and  Human Sciences Ethics 
Committee 
University of Surrey
Kay Chick
Trainee Clinical Psychologist 
School of Psycholo^ 
University o f Surrey
Faculty of
A rts  a n d  H u m an  S ciences
Faculty  Office 
AD Building
Guildford, Surrey GU2 7XH UK
T:+44 {0)1483 689445 
F: +44 {0)1483 689550
www.surrey.ac jjk
9'" March 2012 
Dear Kay
Reference: 703-PSY-12 RS
Title of Project: An investigation o f the relationship between interrogative suggestibility, 
compliance and personality disorders
Thank you for your resubmission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has now given a favourable 
ethical opinion.
If there are any significant changes to your proposal vdiich require further scrutiny, please 
contact the Faculty Ethics Committee before proceeding with your Project.
Yours sincerely
Dr Adrian Coyle 
Chair
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Appendix E 
Debriefing Information Sent to Participants
UNIVERSITY OF
SURREY
Faculty of
Arts and Human S ciences
P sy ch o lo g y  
AD B uilding
Guildford, Surrey GU2 7XH 
UK
T: +44 (0)1483 300800 
F: +44 (0)1483 689553
w ww.surrey.ac.uk
Dear [participant nam e],
I would like to  thank you again for taking part in my research study. I am now  writing to  
everyone w ho took part to  provide you with further information about the study, which 
w as called 'How Do People Rem em ber Events? A Research Study Investigating Factors that 
Influence Recall'.
You may rem em ber that the study looked at various factors that may affect som eon e's  
m em ory and their ability to  rem em ber events, for exam ple how  anxious som eon e w as at 
the tim e, or other individual characteristics such as se lf-esteem  and personality.
Another idea I was researching w as 'interrogative su ggestib ilit/. This m eans examining 
how  m em ories might change if people are given leading questions (questions phrased so  
that they lead th e person to  give a particular answer), if they are pressured during 
questioning or are given negative or critical feedback during questioning.
I m easured this by asking you questions about a story, which I had asked you to  m em orise. 
Som e o f my questions w ere 'leading questions', and I also gave you negative feedback, for 
instance by saying that you had m ade mistakes with your answers.
I then asked you the sam e questions again, but this tim e I w as looking to  se e  if you had 
changed your answers as a result o f  th e negative feedback I had given you earlier. You 
would not have known I was doing this -  as it might have influenced th e answ ers you gave  
me!
How suggestible people are w hen being questioned, particularly in police investigations, is 
an important topic to  research. You will probably know, from watching TV and reading 
new spapers, that it is important not to  influence people by using leading questions or being 
critical o f peoples' answers w hen they are being questioned. Som e people are more 
suggestible than others, and part o f the aim o f my study w as to  understand why this is so.
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If you have any questions regarding this, or any other aspect o f the study, please do not 
hesitate to  contact m e or my supervisor. Dr Paul Davis (contact details below). As agreed, I 
will also contact you once more with a short summary o f th e  findings o f my research w hen I 
have analysed and written them  up.
Many thanks and best w ishes,
Kay Chick
Trainee Clinical Psychologist
Department o f Psychology, Faculty o f Arts and Human Sciences 
University o f Surrey, Guildford, Surrey GU2 7XH
Tel: 07564  841 964 (work m obile) or 01483 683076 (University o f Surrey). Please leave a 
m essage if I am not available.
Email: K.Chick@surrey.ac.uk
Supervised by:
Dr Paul Davis
Academic and Clinical Tutor, Doctorate Course in Clinical Psychology
Departm ent o f Psychology, Faculty o f  Arts and Human Sciences
University o f Surrey, Guildford, Surrey GU2 7XH
Tel: 01483 686863
Email: P.E.Davis@surrey.ac.uk
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Appendix F 
Histograms of Raw Data for All Variables
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Appendix G
Skewness and Kurtosis z-scores for all Variables (n=77)
Variable Skewness z-score Kurtosis z-score
MCMI-in Modifying indices
Disclosure 6.95** 5.01**
Desirability -0.89 -1.16
Debasement -1.13 -0.62
M CMI-in Clinical personality patterns
Schizoid -1.33 1.46
Avoidant -2.86** -0.36
Depressive -4.52** 1.44
Dependent -3.32** 0.21
Histrionic -0.41 -1.36
Narcissistic 0.15 -0.87
Antisocial -2.95** 2.16*
Sadistic -6.25** 8.53**
Compulsive 0.32 -1.09
Negativistic -5.68** 6.65**
Masochistic -6.96** 9.15**
MCMI-III Severe personality pathology
Schizotypal -3.33** 6.223791**
Borderline -5.77** 6.57**
Paranoid -4.38** 6.11**
Clusters
Cluster A -2.76** 2.90**
Cluster B -1.17 -0.74
Cluster C -1.44 -1.17
MCMI-III Clinical syndromes
Anxiety -6.61** 4.79**
Somatoform -3.34** -0.54
Bipolar: Manic -3.71** 2.19*
Dysthymia -2.52** 1.57
Alcohol Dependence -4.60** 8.12**
Drug Dependence -4.92** 4.77**
Post-Traumatic Stress Disorder -3.38** 2.91**
MCMI-III Severe clinical syndromes
Though Disorder -5.49** 7.46**
Major Depression -2.82** -0.49
Delusional Disorder -3.98** 0.14
Suggestibility
GSS Immediate Recall -0.48 -0.26
GSS Delayed Recall -0.25 -0.48
GSS Yieldl 1.23 -1.13
GSS Yield2 -0.33 -1.89
GSS Shift 2.93** 0.28
GSS Total Suggestibility 0.06 -1.99*
Compliance
GCS 0.43 -1.98*
Self-Esteem
RSES -0.15 -1.27
Anxiety
STAI S-Anxiety 2.89** 0.04
STAI T-Anxiety -0.61 -1.26
Intelligence
TOPF Estimated FSIQ -1.41 0.90
“p<.05 **p<.01
197
Appendix H
Scatterplot Matrices for All Variables
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Appendix I 
Histogram of Residuals
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Appendix J
Scatterplot of Standardised Residuals Against Standardised Predicted Values
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Appendix K 
VIF and Tolerance Statistics
Variable VIF Tolerance
RSES 3.074 .325
STAI S-Anxiety 1.934 .517
STAI T-Anxiety 4.540 .220
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Appendix L 
Cook’s Distance Calculation Results
Participant Number Cook’s Distance Participant Number Cook’s Distance
1 0.01587 40 0.02729
2 0.00209 41 0.00248
3 0.00011 42 0.00319
4 0.02505 43 0.02828
5 0.00000 44 0.00001
6 0.01469 45 0.01989
7 0.01261 46 0.01151
8 0.01050 47 0.02552
9 0.00456 48 0.02346
10 0.00266 49 0.00707
11 0.00000 50 0.01700
12 0.00169 51 0.03785
13 0.04272 52 0.03351
14 0.00344 53 0.04888
15 0.00803 54 0.01754
16 0.00178 55 0.01172
17 0.00528 56 0.03782
18 0.00007 57 0.00163
19 0.00017 58 0.00637
20 0.00074 59 0.00179
21 0.00145 60 0.00088
22 0.00115 61 0.01753
23 0.00032 62 0.00784
24 0.00006 63 0.00224
25 0.01917 64 0.00042
26 0.03922 65 0.01740
27 0.00000 66 0.00181
28 0.00313 67 0.00333
29 0.01346 68 0.11226
30 0.02460 69 0.00193
31 0.00235 70 0.02610
32 0.00157 71 0.01775
33 0.00922 72 0.00116
34 0.03839 73 0.00264
35 0.04770 74 0.00478
36 0.00028 75 0.11717
37 0.01649 76 0.01771
38 0.00452 77 0.00057
39 0.00048
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Appendix M 
Partial Correlations Between the GSS Variables and the MCMI-III, Controlling for 
Memory and Estimated IQ (n=77)
MCMI-in scale GSS
Yieldl
GSS
Yield2
GSS
Shift
GSS Total 
Suggestibility
MCMI-III 
Modifying indices
Disclosure -.205 (-.109) -.030 (.048) .153 (.158) -.032 (.043)
Desirability .166 (.114) .104 (.066) .028 (.034) .117 (.094)
Debasement -.234* (-.153) -.083 (-.036) .059 (.093) -.097 (-.046)
MCMI-m Clinical
personality
patterns
Schizoid -.080 (-.036) -.030 (-.019) .066 (.038) .007 (-.002)
Avoidant -.136 (-.064) .019 (.025) .057 (.039) -.032 (-.007)
Depressive -.294* (-.230*) -.182 (-.159) -.083 (-.062) -.229* (-.189)
Dependent -.117 (-.137) -.058 (-.129) .016 (-.015) -.047 (-.082)
Histrionic .059 (.048) .082 (.052) -.008 (-.015) .030 (.028)
Narcissistic .125 (.087) .169 (.147) .106 (.073) .143 (.124)
Antisocial -.183 (-.179) -.199 (-.183) -.008 (-.099) -.148 (-.169)
Sadistic -.357** (-.184) -.273* (-.147) -.128 (-.206) -.287* (-.207)
Compulsive .148 (.138) .092 (.096) -.032 (.039) .094 (.123)
Negativistic -.220 (-.074) -.142 (-.098) .039 (-.021) -.096 (-.056)
Masochistic -.185 (-.193) -.026 (-.050) .046 (.059) -.071 (-.062)
MCMI-III Severe
personality
pathology
Schizotypal -.306** (-.145) -.097 (.028) .105 (.130) -.114 (-.005)
Borderline -.289* (-.167) -.145 (-.117) .029 (.016) -.150 (-.089)
Paranoid -.331** (-.263*) -.198 (-.135) .054 (-.013) -.144 (-.116)
Clusters 
Cluster A -.308* (-.131) -.137 (-.054) .099 (.057) -.107 (-.039)
Cluster B -.062 (-.022) .007 (.034) .055 (.012) -.013 (.001)
Cluster C -.085 (-.068) .024 (.025) .031 (.059) -.001 (.033)
MCMI-m Clinical 
syndromes
Anxiety -.100 (-.099) -.032 (-.088) .147 (.055) .045 (-.018)
Somatoform -.219 (-.148) -.051 (-.034) .039 (.051) -.084 (-.051)
Bipolar: Manic -.165 (-.128) -.042 (-.033) .058 (-.018) -.067 (-.085)
Dysthymia -.130 (-.083) -.016 (.021) -.017 (.036) -.079 (-.035)
Alcohol Dependence -.216 (-.166) -.235* (-.197) -.126 (-.131) -.226 (-.204)
Drug Dependence -.319** (-.299*) -.201 (-.208) -.004 (-.068) -.195 (-.198)
Post-Traumatic -.148 (-.133) -.067 (-.137) .055 (.012) -.051 (-.089)
Stress Disorder 
MCMI-in Severe 
clinical syndromes 
Though Disorder -.143 (-.066) -.005 (.015) .079 (.135) -.064 (.002)
Major Depression -.278 (-.203) -.125 (-.107) -.068 (-.012) -.201 (-.144)
Delusional Disorder -.354** (-.230*) -.191 (-.165) .037 (-.037) -.171 (-.131)
Note: Correlation results are presented in the following format: Pearson’s r (Spearman’s rho) 
*p<.05 **p<.01
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Appendix N 
Mann-Whitney U Test Results for GSS Variables by Ethnicity and Gender
GSS Variable Ethnicity N Mean
Rank
Mdn U Z
tailed)
r
GSS Yieldl White 81 45.17 6 148.0 -1.600 .110 .17
Non-White 6 28.17 3
Total 87
GSS Yield2 White 81 44.47 8 205.0 -.638 .523 .07
Non-White 6 37.67 4.5
Total 87
GSS Shift White 81 43.46 4 199.0 -.741 .459 .08
Non-White 6 51.33 7
Total 87
GSS Total White 81 44.24 10 223.5 -.327 .743 .03
Suggestibility Non-White 6 40.75 10.5
Total 87
GSS Variable Gender N Mean Mdn U Z r
Rank tailed)
GSS Yieldl Male 71 43.61 6 540.5 -.303 .762 .03
Female 16 45.72 6
Total 87
GSS Yieldl Male 71 43.77 8 551.5 -.181 .856 .02
Female 16 45.03 8
Total 87
GSS Shift Male 71 44.47 4 534.5 -.369 .712 .04
Female 16 41.91 3.5
Total 87
GSS Total Male 71 44.54 10 529.5 -.423 .673 .04
Suggestibility Female 16 41.59 9.5
Total 87
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Appendix O 
Partial Correlations Between the GCS and MCMI-III, 
Controlling for Estimated IQ (n=77)
MCMI-III scale GCS
MCMI-m Modifying indices
Disclosure .304** (.337**)
Desirability -.373** (-.356**)
Debasement .292** (.330**)
MCMI-m Clinical personality patterns
Schizoid -.023 (-.034)
Avoidant .385** (.378**)
Depressive .263* (.267*)
Dependent .543** (.584**)
Histrionic - 294** (-.287*)
Narcissistic -.487** (-.456**)
Antisocial -.514** (-.530**)
Sadistic -.474** (-.559**)
Compulsive .028 (.026)
Negativistic .002 (-.021)
Masochistic .339* (.457**)
MCMI-m Severe personality pathology
Schizotypal .172 (.201)
Borderline .110 (.226*)
Paranoid -.034 (.051)
Clusters
Cluster A .055 (.123)
Cluster B -.521** (-.472**)
Cluster C .593** (.563**)
MCMI-m Clinical syndromes
Anxiety .190 (.285*)
Somatoform .122 (.106)
Bipolar: Manic -.067 (-.018)
Dysthymia .371** (.354**)
Alcohol Dependence -.184 (-.145)
Drug Dependence -.333** (-.335**)
Post-Traumatic Stress Disorder .223 (.229*)
Thought Disorder .190 (.285*)
MCMI-m Severe clinical syndromes
Though Disorder .072 (.031)
Major Depression .244* (.275*)
Delusional Disorder -.058 (-.032)
Note: Correlation results are presented in the following format: Pearson’s r (Spearman’s rho). 
*p<.05 **p<.01
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Appendix P
Simple Multiple Regression Model With State Anxiety, Trait Anxiety and Self- 
Esteem as Predictors and Compliance as the Dependent Variable (n=77)
Variable B SEB (3
Constant 6.42 4.97
RSES -0.13 0.13 -.17
S-Anxiety -0.05 0.05 -.14
T-Anxiety 0.16 0.07 .42*
Note: ^  = .24, *p<.05, **p<.01
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Appendix Q
Simple Multiple Regression Model With Cluster C PDs, State Anxiety, Trait Anxiety 
and Self-Esteem as Predictors and Compliance as the Dependent Variable (n=77)
Variable B SEB P
Constant -1.37 4.76
Cluster C PDs 0.05 0.01 .44**
RSES -0.07 0.13 -.08
S-Anxiety -0.03 0.05 -.09
T-Anxiety 0.10 0.07 .27
Note: = .40, *p<.05, **p<.01
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